ooPpw^aw^ 


S^^njratictsco 


n ^ cy  ^ ''%.r 

S‘>^ancisco  ^ 

yij  /r*n\ ‘-'®‘^'^'^  i^%>  ‘-'®*^'^'^  v-^'’'^ 

I — *— I ^ I — — I ^ I— »— * '‘b  p-'*'— 1 cj*  — * — ' ^ j — r — I ^ 

L-J  / x^^en  ^/jT  xa^an  ^ 


^^c,s-  x^^en  ^LC  '^'i  ^ ®' 

».  X MW-iftjS  \;J  SrnPmcm,  X X. 


rr~,\  ^ Jflj>  S librarjv^  m\ 

W-J  .0^  UuJ  O^  <,  0{5  ^ 

ZK^  x'*^j^9n  ^iT 


r-*-,  >p^  lJ  % 


% 


X8^9h  ^ 


frofictiSco  ^pt  ooPijm^^wp  S^^i^J^anctsco  P\  0D9mvjJ^vQ 

on^  o/W"""’-'-  uiBRARy  /"j^x  diij>  ,, 

pju-  o'  '-'-J  °'„  r-'-i  ."P  ‘-^ 


‘RAfLY 


^(Uvfrandsco 


v^an  XXV''  '■'T/6’ 

w^v^  S^^-anmco  - ‘ (^«j^//«/«.<tft.t/ 

p?^  /ctD  \‘'''pigitizedty  the  Internet  Archiv#  C^D 

lIJ  t^c7v.-:r  ^^  V jfi  2017  wlth  fuficling  from’' 

'^/ ...  ^^  ...  ,/^- 


t-L-j^^coN'  III  ^u I / wiiiMUl luiny  iiuiFi 

'^'>.^  The  National  Endowment  for  the  Humanities  and  the  Arcadia  Fund  X 

f\  >-  J-'\  ■ j-^%  ’ /•'  % ^■ 

f-r->°\  - 'Zj  #’’r-«~j\  !-i-  RAfOr  #p-^\  ’-^  Xp'-]  \ ‘ 

\.  r--,  ^ \ r-i  X -H  \ r i ^ \ 


\ 


f-.— *— j . >?  I .X  . J ^ — J (^  i " » '>b  “ 7,  ^ ^ 

-«jv^an  \i--^,/  Cbv^^i 

-fe.  ^.'  C ^ ^■  ^'-  v^it' 

n'L 


IlC  ■% ^<P''  -‘►avoun  ''o^  • X '%  X'  ' /-. 

frandsco  X Sa/^andsco  }X 

iDAav  X \.  071  . X_A_''<’jv  LIBRARY  %>. 


, — ^ ^ vO  — I t Q<«  s— J— I J — , — I ^ ^o  r-<— I 

qq  o'*"’  p///’  Anv^an  X^o'^^ 


o^ 


\. 


Satvjfancisco  oxmv^mp  StMfratutsco  ^ 

r^\  LiBRARjir  X^p-jX  O^Zj)  xV~!*^X  ’-IBRAry  X°rnX 
I — I — I ^ q^r — ' -^o  p.^— .. 


I-J-J  q,  qR  ---r—  ->b  p^  P ^ ^ P*'  f~r~i  o'‘ 

v^an  \‘-Xx'  '"X/q  a-wv^^t  \X!/  ..^iC 

5-1  Sa^ancm 

^1j>  /V^-iX  LIBRARY  /Xn\,  O^Zj  o’-'"' 


^ .4)  ,^v  % 


^ r-*— 1 Xf),  LIBR^Rjy  I — I — i^X  4X^X-?  c!'^  P"^ 

^ ^ — * Q^  • ' '*b  p'  *«»«|  {^  — — ■*  i I *" 

x^iv>j9n  "^^<<0  ^ x^v>j9n 

Q.-:  0 aV  _ C>a  .w 


awTrancisci 


<f 

’%  / 


'*b 


-tr 


‘~^X  A^V^iai  : . 

ojiiV:M/ditfps://archive.org/details/southdakotajourn44i'rnse  ^^•• 
Ar,  - X\  --  o'^'  \ ^ ' - X 

X'4_>  x -p  X library  X pp"'-  d ^ ■/r^ 

p'  »— J— i r"T~)  o^  »— »— * '>b  r - - L-J-J 


r \ 


□ 


\ 


\i  Sai^anmco  % oo9iym^g>  J.J  Sar^amsc 
JILj)  p^  \ LIBR^RX  Jll^  ^'°p-*-|  \ LIBRAfUr 


/ 


O-'’’'  L^  p-^  ' s®"'  U-J 

x^v^  g n \CJ^/'’  A-b^an 

” ''''^.4  039puvjInmQ  *'-’■4  ^.„r!crn  '’''^'’4  ooPiymjJqivO  \*^ 

/ m\  /■p^‘\,  LiBRAfOr-  d'I'l-) 

i n.LC  atjv^^t  \^/-  <^iQ  \p^X  '«<'^an 

Sat^ancisco  coPpw^w^  \f^^  S^^atuisco  ooPimv^v 

^ /1::3\‘-'®^'^'"/'H\  22^ 

'"oPy  nuC  Xf2/  Xi^/  n.LC  \^/ 

C—^ — . '^A  . /!  L ^ <— * — I I R D A D V'  


%'  '\,  ■ s->'‘'"’  ■ 

JIL>  Xp--,XX'BRAR_Y  JTlj  /r-^\  LIBRA 

^ r * ^ ^ ^ ^ * ^ j“''T — 1 sP  L— I ^ -'■J  *>^  pi  Lj- — I c^  j — 

^/T  x^^an 

oo9iyuvjJ oivQ  ^C»  ZT  ' ^ oo9towuj QtvQ  X 4"^ 

(4'  \ JlL^  ^ p-*-,  'X  c'!^  PnX  r-*-~j 

? *-v— * pji_  vO  La_J  9^  p-^  o<t  Xq  p_»— I ^o'*’  La_J 

\ J^LC  A-bV^^T  HJC  XIX?'"'"’  AT(VX9 

^anjramsco  oo9iyuvjJmQ  S^^^Jrandsco  %f 

'll!  , J^r~-*^\.  LIRRARV  2^2-- 


^ a)  4"%  ' X2 

L/BI^R^  LIBRARJ^ 

-C  pn  ao’'°  '^'X  r-^  d % r~^  d 

^ ^ TT”  ' oo9iyuv  l/^vvC^  % C tt"  ' % <4 

' danfianasco  ^ .V  S^^ancm 

/“r^\  library  X r-T-|%.  jn~3  J?  LIBRARY 

P L-i-J  o,  ^,__^  <C  l_rJ  , o l_ij  o^  l_r-,  o“‘‘'  L-'-’ 

A-bv^an  ^T/X  %L^/  A'b^an  X*-^,/  mr 

'oSlovvjfivQ  \/  %/  oomvjAo  X.„^„ 


xbv^an 

^ Va 


oo9mvjJnw(^  \f 


- X7 


aO 


/ CD 


We’re  here  for  you,  toll-free. 


800^2-1976 


KEVIN  LOGE 
MIKE  DOOLEY 

PROFESSIONAL  RELATIONS  STAFF 

SOUTH  DAKOTA  BLUE  SHIELD 


® Registered  Service  Mark  of  the  Blue  Cross  and  Blue  Shield  Association 


N O R-'ErH--v;‘'  ’ ''"Vy 


~ . Hibbtng  oVi« 

Crookston  o 

UKh  h.'iy  'aouiutj 


oorheac)  ^ 


^"^Brainerd 


< St. 

-Cloud 

^ 1 y<St(Pi 
- 

Far»bault 
O Wi 


1 - 

Mankato 

Austin^ 


Mason  City^ 


Laramie 

_Cheyenne[.6.  j 


Fort  Dodge  . 

S'0U«CitV  ? W^e-J 

^Fremont  V 0e$  Moines  9--  ‘ 


Council 


Oskaloosa 


In  South  Dakota, 

Preventive  Medicine  Has  a New  Name. 


The  Doctors'  Company. 

An  established,  responsible  professional  lia- 
bility underwriter  with  a reputation  — and  a 
record  — for  providing  the  most  comprehensive 
coverage  for  our  members. 

Therefore,  we’re  proud  to  welcome  South 
Dakota  physicians  to  The  Doctors’  Company. 

We’re  the  largest  doctor-owned,  doctor-man- 
aged liability  insurer  in  the  nation.  And  our 
rating  — A + (Superior)  — by  the  authorita- 
tive independent  analyst  A.M.  Best  Company,  is 


the  industry’s  highest. 

We’ve  pioneered  lower  premiums  in  many 
states.  Our  risk  management  programs  are 
among  the  most  innovative  and  effective  in  the 
country  And  our  retirement  tail  conversion 
credit  provides  up  to  four  years  credit  toward 
free  retirement  tail  when  you  convert  from 
another  claims-made  carrier. 

Get  to  know  us.  South  Dakota.  The  Doctors’ 
Company.  The  best  preventive  medicine  you  can 
call.  Toll-free  (800)  252-0512. 


The  EXxiors'  Company 


The  Doctor-Owned.  Doctor-Managed  Professional  Liabiliw  Specialists. 

Represented  in  South  Dakota  by: 

The  Doctors'  Agency  of  South  Dakota 
(800)  252-0512 
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University  of  South  Dakota  School  of  Medicine 
Affiliated  Residency  Programs  1990  - 1991 


Residents: 

1st  Year 
Frank  Bakke 
Usha  Ganga 
Donald  Gebers 
Khalil  Haiderzad 
Maria  Maarouf 
Bruce  Prouse 
Sherif  Roushdy 


Residents: 

1st  Year 
Joel  Ziebarth 


Residents: 

1st  Year 
James  Flevares 
Talia  Haiderzad 
Brad  Kleinsasser 
Ronald  Solberg 
2nd  Year 

Mark  Midthun 


Residents: 

1st  Year 
Brent  Griffin 
Martin  Herrmann 
Jean  Hoyer 
Diane  Kennedy-Dahl 
Greg  Larson 
Kent  Menzel 
Sandra  Smith 
Anita  Strei 


Residents: 

Diane  Bottolfson 
David  Day 


Residents: 

Richard  Allen 
Bryan  Barness 
John  Bormes 


INTERNAL  MEDICINE 
Program  Director:  Anthony  Salem,  MD 


Housam  Soukieh 
Hany  Shanoudy 
2nd  Year 
Neyton  Baltodano 
Jeanne  Bennett 
Mazem  Hakim 
Richard  Jensen 
Sandra  Lotstein 

PATHOLOGY 

Program  Director:  K.  Gregoiy  Peterson,  MD 


2nd  Year 
Ed  Wegner 


4th  Year 
Greg  Smith 


PSYCHIATRY 

Program  Director:  K-Lynn  Paul,  MD 


Mark  Renner 
Cynthia  Richards 
Michael  Stewart 
Nancy  Luechtefeld  Wilson 
3rd  Year 

Francis  Bandettini 
Peter  Debelius 

FAMILY  PRACTICE 
Program  Director:  Earl  D.  Kemp,  MD 


2nd  Year 

Paul  Amundson 
Steve  Danielson 
Lori  Krome 
Thomas  Lawson 
Greg  McNamara 
Jim  Martin 
Dawn  Pelton 
Nathan  Rud 


TRANSITIONAL  - MCKENNAN  HOSPITAL 
Program  Director:  H.  Bruce  Vogt,  MD 

Cyrene  Grothaus-Day 
Thomas  Posch 

TRANSITIONAL  - SIOUX  VALLEY  HOSPITAL 
Program  Director:  Jerome  Freeman,  MD 


Mark  Kellen 
James  Mayer 
Michael  Soe 


Robert  Van  Steenkiste 
3rd  Year 
John  Jerstad 
Dean  Patterson 
Maher  Rezkalla 
Arliss  Thompson 
Mark  Vossler 


5th  Year 
Eric  Evans 


David  Fontaine 
Hari  Kannan 
4th  Year 

Michael  Bertroche 
Paul  Frazer 
Daniel  Hicks 
James  McArthur 


3rd  Year 
Bruce  Arvold 
Todd  Dehli 
Patti  Hook 
John  Lassegard 
Allen  Mork 
Jim  Richardson 
Arden  Virnig 
George  Wagner 
Mary  Watson  Rath 


Robert  Timmerman 


Matthew  Stone 
Mark  Weissinger 
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RoheH  E.  Van  Demark,  Sr,  MD,  long  time  onliopedic  suigeon  in  Sioux  Falls,  SD 
has  decided  to  retire  as  editor  of  this  Journal  as  of  December  31,  1990.  lie  has 
been  editor  for  33  yea/y. 
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^MA  Physician  RecognitiorfAWafii 


AMA  Physician  Recognition  Award  Recipients 

Congratulations  to  the  physicians  in  South  Dakota  who  have  earned  the  AMA  Physician  Recognition  Award  in  the 


months  of  August  and  September,  1990. 

August 

O.  Robert  Bartron,  MD* 

Brian  R.  Bonte,  MD 

Watertown  Milton  G.  Mutch,  MD* 

Belle  Fourche  James  R.  Reynolds,  MD* 

Sioux  Falls 
Sioux  Falls 

September 

Berry  C.  Bauer,  MD* 

Joshua  B.  Lipsman,  MD 

Sioux  Falls  Raymundo  T.  Tan,  MD* 

Pine  Ridge 

Aberdeen 

* members  of  the  South  Dakota  State  Medical  Association 

South  Dakota  Society  Of 

Pathologists 

Officers  for  1990-91 

Bradley  B.  Randall,  MD,  President 
Karla  K.  Murphy,  MD,  Vice  President 
Donald  N.  Habbe,  MD,  Secretary-Treasurer 
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President’s  Page 


Jerome  A.  Eckrich,  Jr,  MD,  President,  South  Dakota  State 
Medical  Association 

I recently  attended  the  AMA  interim  meeting, 
December  2-5, 1990,  where  a large  number  of  issues 
were  discussed  and  resolutions  passed  by  the  House  of 
Delegates.  I will  try  to  review  several  of  the  highlights 
of  the  meeting  in  the  limited  space  available. 

A resolution  directing  the  American  Medical  Associa- 
tion to  develop  strategies  to  secure  100%  Medicare 
payments  for  new  physicians  and  to  insure  continued 
patient  access  to  all  young  physicians  was  discussed  and 
passed  in  a modified  form. 

Again,  the  subject  of  resident  hours  was  brought  up 
before  the  House  of  Delegates  and  a resolution  was  in- 
troduced by  the  Michigan  delegation  to  direct  the 
Medical  Association  to  continue  to  work  with  the  Ac- 
creditation Council  for  graduate  medical  education  and 
the  Residency  Review  Committee  to  develop  more 
humane  residency  work  hours  and  to  oppose  any  legis- 
lative regulation. 

Of  interest  to  South  Dakota  physicians,  was  a resolu- 
tion introduced  from  the  medical  school  section  to 
develop  an  incentive  program  of  loan  forgiveness  for 
physicians  choosing  primary  care  careers  in  general,  in- 
ternal medicine,  lamily  medicine,  or  general  pediatrics. 
These  ineentivc  p.^ograms  were  to  provide  partial  loan 
forgiveness  to  those  who  complete  residencies  and  who 
then  serve  a specified  period  of  practice  time  in  any  of 
these  three  primary  care  fields  in  rural  or  inner  city  un- 
derserved  areas. 


Probably,  the  resolution  generating  the  most  vehe- 
ment, emotional  reactions  from  the  members  of  the 
various  reference  committees  and  the  House  of 
Delegates  concerned  the  resignation  of  Health  and 
Human  Services  Inspector  General  Kusserow.  Be- 
cause of  Mr  Richard  Kusserow’s  ovcrzealous,  unfair, 
and  vindictive  physician  fraud  probes.  Resolution  139 
was  introduced  demanding  either  his  ouster  or  resigna- 
tion. Documentation  was  presented  which  informed 
the  members  of  the  House  that  on  September  20, 1990, 
on  an  ABC  TV  network  program,  "Prime  Time",  he 
manifested  himself  to  be  a "malicious  and  dishonest  in- 
dividual". The  "Prime  Time"  program  featured  the 
pursuit  and  hounding  of  an  elderly  New  York  State 
physician  (Dr  Diefcnbock)  on  charges  of  substance 
abuse  later  proven  false  until  the  physician  committed 
suicide  prompted  by  depression  over  these  charges. 

It  was  also  revealed,  that  Inspector  General  Kusserow 
has  fostered  a system  of  merit  pay  for  quotas  of  actions 
against  physicians.  On  September  25,1990,  Dr  Joseph 
Painter,  of  the  American  Medical  Association  Board  of 
Trustees  called  for  his  resignation.  It  was  also  brought 
out  that  Mr  Kusserow  has  been  the  recipient  of  lawsuits 
brought  by  a number  of  other  professional  organiza- 
tions causing  the  National  Association  of  Attorney’s 
General  to  formally  protest  Mr  Kusscrow’s  actions  on 
fraud  probes.  It  was,  therefore,  resolved  that  the  House 
of  Delegates  of  the  American  Medical  Association  peti- 
tion the  Secretary  of  Health  and  Human  Services,  Dr 
Lewis  Sullivan  and  President  George  Bush,  to  dismiss 
Mr  Richard  Kusserow  as  Inspector  General  of  the 
Department  of  Health  and  Human  Services  forthwith. 

The  members  of  the  House  of  Delegates  were  also 
urged  to  take  this  message  back  to  their  respective 
medical  districts  and  to  encourage  all  members  of  the 
medical  profession  to  write  their  legislators  urging  them 
to  exert  whatever  influence  they  might  have  in  order  to 
remove  Mr  Kusserow  from  his  present  office.  It  was 
also  suggested  that  the  medical  auxiliaries  could  also 
participate  in  this  project  and  through  their  contacts 
also  encourage  the  ouster  of  Mr  Kusserow.  There  was 
a myriad  of  additional  subjects  and  resolutions  too 
numerous  to  mention  here,  however,  these  seemed  to 
be  the  subjects  of  greatest  interest  to  the  membership. 

Have  a Happy  New  Year.  # 
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Adult  Arnold-Chiari  Malformation:  A Report 
of  Two  Cases 


Mary  E.  Watson,  MD* 

Jerome  W.  Freeman,  MD,  FACP^ 


ABSTRACT 

It  is  very  rare  for  an  Arnold-Chiari  malformation  to  not  cause  symptoms  until  adulthood.  This  paper  presents 
two  such  cases.  The  pathology,  natural  history,  diagnosis,  and  management  of  the  Adult  Arnold-Chiari  malforma- 
tion are  discussed. 


INTRODUCTION 

The  Arnold-Chiari  malformation  is  generally  con- 
sidered to  be  a disease  of  infancy  and  childhood. 
It  only  rarely  presents  with  symptoms  in  adults,  and  thus 
is  not  commonly  considered  in  the  differential  diagnosis 
of  adult  patients  with  neurologic  symptoms.  Misdiag- 
nosis is  common  due  to  the  vague  nature  of  the 
symptoms  and  the  variable  course  of  the  disease. 
Therefore,  the  clinical  findings  should  be  known  not 
only  by  the  neurologists  but  also  by  primary  care 
physicians.  In  this  paper,  the  case  histories  of  two  adult 
patients  with  Arnold-Chiari  malformation  are 
presented.  These  are  followed  by  a discussion  of  the 
pathological  basis  for  the  Arnold-Chiari  malformation 
(ACM),  the  important  clinical  features,  radiologic  find- 
ings, treatment,  and  prognosis. 

Case  Reports 
Case  1 

A 41  year  old  white  female  presented  in  December  of  1981 
with  acute  onset  of  nausea,  vomiting,  dizziness,  and  weak- 
ness. She  was  briefly  hospitalized  at  that  time  with  what  was 
felt  to  be  a flu-like  illness.  However,  she  continued  to  have 
daily  frontal  and  occipital  headaches  and  aLso  intermittent 
vertigo.  In  1983,  she  was  evaluated  by  an  ENT  specialist  and 
had  a head  CT  scan  and  an  EEC.  Both  of  these  were  nor- 
mal and  no  cause  for  her  symptoms  was  found.  In  October 
of  1984,  she  was  seen  by  a neurologist  with  her  chief  com- 
plaints being  headaches  and  left-sided  dysfunction.  She 


1.  Third  year  Family  Practice  Resident,  Sioux  Falls. 
Formerly  a Pathology  Resident,  Sioux  Valley  Hospital 
Pathology  Residency  Program,  Sioux  Falls. 

2.  Director  of  Medical  Education,  Sioux  Valley  Hospital, 
Sioux  Falls. 


complained  that  her  left  side  felt  "weak,  numb,  and  clumsy". 
Her  headaches  were  somewhat  worse  when  she  bent  forward 
but  were  not  exacerbated  by  coughing  or  sneezing.  On  physi- 
cal examination  she  was  felt  to  have  some  slight  left-sided 
weakness  and  a vague  left  sensory  loss  with  normal  reflexes. 
Her  physician  postulated  labyrinthine  vertigo  and  muscle 
contraction  cephalgia. 

In  December  of  1986,  sbe  was  again  evaluated  following  a 
two  day  history  of  increasing  left  hand  dysfunction  and  wors- 
ening headaches.  She  also  had  some  nausea  and  vomiting, 
prompting  her  admission  to  her  local  hospital.  Physical  ex- 
amination at  that  time  was  reported  as  normal  with  no 
neurologic  abnormalities,  but  because  of  her  past  history, 
CT  scan  of  the  head  was  scheduled  for  the  following  morn- 
ing. On  that  morning,  she  complained  of  left  arm  numbness 
and  thereafter  sustained  a seizure  followed  by  respiratory 
arrest.  Following  intubation,  physical  examination  revealed 
fixed  and  dilated  pupils,  absence  of  respiratory  drive  and 
lack  of  response  to  painful  stimulation.  She  was  transferred 
to  another  ho.spital  where  a CT  scan  of  the  head  and  .spinal 
fiuid  examinations  were  performed  and  were  normal.  A 
diagnosis  of  brain  death  was  established  and  respiratory 
support  measures  were  discontinued. 

Post  mortem  examination  revealed  a well-nourished, 
well-developed,  white  female.  Neuropathological  examina- 
tion revealed  elongation  and  dorsal  kinking  of  the  medulla, 
minimal  herniation  of  the  cerebellar  tonsils  (right  greater 
than  left)  into  the  foramen  magnum,  and  caudal  dislocation 
of  the  fourth  ventricle.  Elongation  and  sagging  of  the 
posterior  inferior  cerebellar  artery  was  also  present.  These 
findings  were  felt  to  be  consistent  with  Arnold-Chiari  mal- 
formation. In  addition,  the  herniated  cerebellar  tissue  had 
undergone  hemorrhagic  infarction  and  the  elongated  medul- 
la showed  marked  .swelling  and  ditfuse  ischemic  cell  changes. 
The  cerebrum  was  also  edematous  (probably  secondary  to 
artificial  ventilation)  and  showed  only  a few  of  the  histologic 
features  of  ischemia. 

The  above  findings  were  felt  to  account  for  the  patient’s 
most  recent  clinical  course.  The  hemorrhagic  infarction  of 
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the  cerebellum  occurred  eight  or  more  hours  before  her 
death  and  probably  served,  via  swelling,  to  compress  the  ab- 
normally configured  medulla  causing  respiratory  arrest  and 
medullary  ischemia.  Infarction  of  the  cerebellar  tonsils  can 
present  with  a labyrinthine  disorder  which  would  help  ex- 
plain her  initial  presentation.*  It  was  postulated  that  the 
presence  of  ACM  most  likely  accounted  for  her  neurologic 
symptoms  of  the  six  year  period  prior  to  her  death.  Exactly 
what  factors  caused  this  patient  with  ACM  to  present  with 
neurologic  symptoms  are  not  known,  but  the  elongation  of 
the  vasculature  and  arachnoid  adhesions  may  have  played 
a role.^  Respiratory  arrest  and  rapid  increases  in  in- 
traventricular pressure  have  occurred  in  patients  with  ACM 
whose  heads  are  flexed  while  in  the  upright  position.^  All  of 
the  neuropathologic  findings  fit  best  with  an  Arnold-Chiari 
malformation.  Type  II  without  hydrocephalus  or  syrin- 
gomyelia. 

Case  2 

A 64-year  old  white  woman  was  hospitalized  in  June  of 
1987  for  evaluation  of  extremity  dysfunction.  Her  initial 
symptoms  had  begun  a year  previous  to  this  admission  with 
pain  in  the  epigastric  area  radiating  to  the  thoracic  spine 
region.  Thereafter  she  began  to  have  pain  in  her 
shoulders,  radiating  to  her  hands.  She  also  had  a 
feeling  of  "numbness"  in  her  extremities.  When 
she  flexed  her  head  forward,  she  described  a feel- 
ing "like  wires  in  ber  legs".  Two  weeks  prior  to 
admission  she  also  began  to  have  neck  pain  and  a 
feeling  of  weakness  in  her  arms  and  legs.  She  com- 
plained of  a vague  hearing  loss. 

On  physical  examination,  her  mental  status 
and  cranial  nerves  were  normal.  She  had  no  focal 
weakness  and  was  able  to  walk  without  difficulty. 

She  complained  of  dilfuse  numbness  in  her  arms 
and  legs,  but  on  exam,  no  radicular  pattern  or 
signs  of  myelopathy  were  demonstrable. 
Proprioception  was  preserved.  Deep  tendon 
reflexes  were  normal  and  the  plantar  response  was 
flexor  bilaterally. 

The  patient  had  a total  myelogram  and  a CT 
scan  of  the  spine  from  CJ-'O,  with  special  atten- 
tion to  the  foramen  magnum,  both  of  which  showed 
no  significant  abnormalities.  Her  spinal  fluid 
analysis  and  nerve  conduction  studies  were  nor- 
mal. 

The  patient  was  transferred  to  another  institu- 
tion for  further  evaluation.  An  MRI  scan  with 
flexion  and  extension  of  the  neck  was  performed. 

This  revealed  a Grade  1 Arnold-Chiari  malforma- 
tion. Cervical  spine  films  taken  in  flexion  and  ex- 
tension showed  normal  cervical  alignment.  A suboccipital 
craniectomy  with  removal  of  the  Cl  arch  was  accomplished. 
A duralplasty  was  performed  to  provide  additional  room  for 
the  cerebellar  console.  At  the  time  of  follow  up  examinations 
in  early  September  1987  and  again  in  January  of  1988,  tbe 
patient  was  doing  well  and  bad  no  recurrence  of  symptoms. 
However,  in  November  of  1988,  she  again  complained  of  pain 
and  numbness  in  her  extremities  with  neck  flexion.  Her 
exam  suggested  mild  diffuse  weakness  in  the  extremities  al- 
though reflexes  and  sensory  testing  were  objectively  normal. 

DISCUSSION 

The  first  descriptions  of  the  Arnold-Chiari  malfor- 
mation (ACM)  were  developed  by  John  Cleland  in 


1883.'*  He  described  pathologic  findings  in  nine  infants 
consisting  of  elongation  of  the  brainstem  and  extension 
of  the  cerebellum  into  the  cervical  canal.  In  1891,  Chiari 
described  two  types  of  hindbrain  anomalies.'*  In  Type 
I,  the  cerebellar  tonsils  were  below  the  foramen  mag- 
num and  in  Type  II,  the  medulla  and  the  fourth  ventricle 
had  also  descended.  Type  II  was  also  associated  with  a 
meningomyelocele.  In  1884,  Arnold  presented  a case 
in  a newborn  infant  that  was  consistent  with  Chiari’s 
Type  I anomaly.  Arnold’s  students  added  Arnold’s 
name  to  the  Type  II  malformation  in  1907  thereby  creat- 
ing the  "Arnold-Chiari  malformation".  They  also  were 
the  first  to  describe  the  "kink"  at  the  cervicomedullary 
junction  in  the  Type  II  anomaly.'* 

The  nomenclature  is  confusing  at  best  yet  today. 
Some  prefer  to  reserve  the  term  ACM  for  the  Type  II 
anomaly  whereas  others  prefer  the  classification  of 
Chiari  Types  I and  II  or  ACM  I and  ACM  II.  Some  of 
the  distinguishing  features  between  ACM  I and  II  are 
summarized  in  Table  I.'**^ 


The  Type  II  ACM  has  also  been  reported  with  a nor- 
mal spine  and  cranium^’^  but  bony  malformations  are 
usually  present  and  may  include  malformations  of  the 
cervicomedullary  junction,  platybasia,  assimilation  of 
the  atlas,  basilar  impressions,  and  Klippel-Feil  deform- 
ity.-"'* 

The  theories  advanced  as  to  the  morphogenesis  of 
the  ACM  are  as  varied  as  the  descriptions  of  the  anoma- 
ly. Peach  divided  the  theories  into  three  main 
categories:  1)  the  ACM  syndrome  is  not  a malforma- 
tion but  a displacement  resulting  from  the  development 
of  hydrocephalus  in  early  embryonic  life;  2)  the  ACM 
is  caused  by  mechanical  factors  operating  in  early 
embryonic  life,  and  3)  the  ACM  is  the  result  of  a 


Table  I 

Clinicopathologic  Findings  in  ACM 
(Cbiari  malformation) 

Clinical  feature.s: 

ACM  I 

ACM  II 

Age  at  presentation 

adults 

usually  infancy 

Hydrocephalus 

rare 

rarely  absent 

Associated  spinal 
abnormality 

rare 

usually  present 

Associated  syringomyelia 

may  be  present 

may  be  present 

Cerebellar  tonsils  displaced 
into  upper  cervical  canal 

yes 

yes 

Caudal  dislocation  of  medulla 
and  dorsal  "kinking"  of  cervical 
medullai^'  junction 

no 

yes  >50% 

Caudal  dislocation  of  the 
inferior  vermis  and/or 
fourth  ventricle 

no 

yes 

Course  of  upper  cervical 
nerve  roots 

usually  normal 

usually  upwards 
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primary  dysgenesis  of  the  hindbrain.  Peach  and  others 
have  subsequently  proceeded  to  refute  all  but  the  last 
of  these  theories.*' 

As  to  theory  #1,  it  was  Chiari  who  believed 
hydrocephalus  was  responsible  for  the  herniation  of  the 
hindbrain.  Gardner  has  more  recently  tried  to  resur- 
rect this  theory  by  hypothesizing  a cause  for  the 
hydrocephalus.^^  However,  neither  of  these  theories 
are  conclusive.  The  second  theory,  sometimes  referred 
to  as  the  "traction  theory",  hinges  on  the  presence  of 
spina  bifida.  It  proposes  that  at  the  site  of  the  spinal 
defect,  the  cord  is  tethered  to  the  vertebral  column.  As 
the  vertebral  column  grows,  a state  of  tension  develops 
that  is  relieved  by  the  herniation  of  the  hindbrain 
through  the  foramen  magnum.  This  is  an  attractive 
theory  as  it  explains  many  of  the  associated  findings  as 
well  as  ACM.  However  there  are  cases  of  ACM  without 
spinal  lesions  and  visa  versa.  Such  cases  discredit  this 
theory. 

Peach  then  proceeded  to  breakdown  the  separate 
anatomic  features  of  ACM  and  concluded  that  they  are 
all  explainable  as  a consequence  of  a state  of  develop- 
mental arrest.^*^ 

Banerji  et  al  suggested  that  the  appearance  in  adult 
life  of  the  neurologic  manifestations  due  to  this  congeni- 
tal anomaly  were  most  readily  explained  by  the 
development  of  arachnoidal  adhesions.  These  ad- 
hesions could  cause  constrictions  and  compression  of 
underlying  structures  and  could  block  the  foramen  of 
Magendie  and  cause  hydrocephalus.” 

Clinical  and  Radiologic  Features 

Adults  with  ACM 
present  with  a variety 
of  diverse  and  dis- 
similar signs  and 
symptoms. 

Demographic  data 
suggested  that  males 
and  females  are  af- 
fected equally,  with 
the  average  age  of 
onset  of  symptoms 
being  approximately 
40  years  of  age.  The 
average  duration 
from  onset  of 
symptoms  until 
diagnosis  was  ap- 
proximately eight 
years.  The  most  common  presenting  symptom  was  pain 
which  most  often  took  the  form  of  occipital  and  frontal 
headaches  and  neck  pain.  Thomas  and  Boyle  reported 
on  two  patients  whose  initial  presentation  and  diagnosis 
was  that  of  basilar  migraines.^”  Other  commonly 
reported  symptoms  have  included  cervical,  shoulder 
girdle,  and  arm  pain,  exacerbated  by  coughing  and 


sneezing;  nausea  and  vomiting;  and  sensory  symptoms 
such  as  numbness,  tingling,  and  loss  of  temperature  sen- 
sation.  Upper  extremity  weakness  was  more 
pronounced  than  lower  extremity  difficulties.  Gait  dis- 
turbances were  described  as  "unsteadiness"  or  "loss  of 
balance".  Visual  disturbances  include  diplopia,  blur- 
ring, nystagmus,  oscillopsia,  as  well  as 
vertigo.^’”’"*’^’^’  Favia  described  a case  of  a 30-year 
old  male  whose  major  presenting  symptom  consisted  of 
daily  headaches,  most  often  bioccipital,  and  the 
development  of  downbeating  vertical  nystagmus.  He 
suggested  that  downbeating  nystagmus  was  an  impor- 
tant finding  and  on  rare  occasions  may  be  the  only 
symptom  of  an  abnormality  at  the  craniocervical  junc- 
tion.^^  Yee  also  described  a case  of  a 36-year  old  female 
with  intermittent  downbeating  nystagmus  and  mild 
ACM.  He  suggested  that  the  nystagmus  was  probably 
due  to  damage  of  the  flocculonodular  lobes  in  the  mid- 
line of  the  cerebellum.^*  Nystagmus  (downbeating, 
seesaw,*^  absent  corneal  reflexes,  papilledema,  and 
partial  or  complete  Horner’s  syndrome  have  been 
described  with  ACM  and  Eisenstat  emphasized  the  im- 
portance of  a careful  vestibulo-ocular  pathway 
examination.^  Dobkin  reported  a case  of  episodic  syn- 
cope in  a 42  year  old  male  with  ACM  and  suggested  that 
the  syncope  may  be  secondary  to  transient  increases  in 
intracranial  pressure  that  cause  dysfunction  of  the  as- 
cending reticular  activating  system.”*^ 

The  most  common  objective  physical  findings  in  a 
study  of  127  patients  done  by  Levy  et  al^^  were  hyper- 
active lower  extremity  reflexes  (52%),  followed  by 
nystagmus  (47%).  Gait  disturbance  was  present  in 
43%,  hand  atrophy  in  35%,  upper  extremity  weakness 

in  33%,  cape  sensory  loss  in 
31%,  and  hyperactive  upper 
extremity  reflexes  in  26%. 
Cerebellar  abnormalities 
were  reported  in  27%  and 
lower  cranial  nerve  dysfunc- 
tion in  26%.^'’  (See  Table  II) 
The  wide  diversity  of  signs 
and  symptoms  of  ACM  can 
lead  to  diagnostic  difficulties. 
The  differential  diagnosis  can 
include  multiple  sclerosis, 
amyotrophic  lateral  sclerosis, 
cervical  spondylosis,  myas- 
thenia gravis,  post  traumatic 
syndrome,  psychiatric 
problems,  intracranial 
tumors,  and  other  degenerative  disorders.”^’^*’^^’^^  In  a 
recent  article,  Susman  et  al  reported  on  two  cases— the 
first  patient  had  a previous  diagnosis  of  multiple 
sclerosis,  and  the  second  patient’s  complaints  were  at- 
tributed to  her  breast  carcinoma.^^ 

The  purpose  of  radiologic  techniques  is  to 
demonstrate  the  nature  and  extent  of  the  lesion,  the 


Table  II 
Clinical  Findings 

Eisenstat^ 

Lew^"’ 

Paul*'* 

Average  age  onset 

40 

41 

43 

Duration  of  symptoms 

6.7  yr 

73  yr 

9yr 

r%of40) 

t%of  127) 

r%of7n 

Pain  (head  and  neck) 

60 

65 

69 

Weakness 

42 

42 

56 

Numbness 

not  reported 

50 

52 

Unsteadiness 

40 

43 
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presence  of  hydromyelia  or  hydrocephalus,  location  of 
the  cerebellar  tonsils,  and  the  existence  of  associated 
anomalies.'^  Plain  skull  and  spine  Films  are  oftentimes 
normal. 

Myelography  is  often  more  informative  than  plain 
films  of  the  cranium  and  spine. Metrizamide 
myelograms  can  reveal  a widened  cord  (syrinx)  and 
caudal  displacement  of  the  cerebellar  tonsils  with  com- 
pression of  the  cervical  spinal  cord.  Vertebral 
angiography  can  show  the  low  position  of  the  tonsillar 
branch  of  the  posterior  inferior  cerebellar  artery.  Con- 
ventional cerebral  CT  scan  is  negative  in  most  cases  of 
ACM  in  adults  because  hydrocephalus  is  frequently  ab- 
sent, the  fourth  ventricle  does  not  appear  abnormal,  and 
the  region  of  the  foramen  magnum  is  not  well 
demonstrated.  Therefore,  often  the  conventional  CT 
scan  contributes  to  the  misdiagnosis.^^  Di  Lorenzo  et 
al  reported  on  the  use  of  unenhanced  multiplanar  CT 
scans  to  diagnose  ACM.  They  concluded  that  the  non- 
invasive  multiplanar  CT  scan  was  reliable  in  the 
diagnosis  of  ACM.  They  felt  that  none  of  the  tradition- 
al neuroradiological  techniques  listed  above  were 
sufficient  alone  for  complete  assessment  of  the 
posterior  fossa  and  medulla-cervical  spinal  cord." 
Bosley  et  al"^  compared  metrazamide  CT  and  MRI  in 
the  evaluation  of  lesions  at  the  cervical-medullar^unc- 
tion  and  concluded  along  with  Hawkes  et  al"  that 
sagittal  and  parasagittal  MRI  visualize  the  cerebellar 
tonsils  better  than  metrazamide  CT  and  better  than  all 
other  MRI  planes.  They  stated  that  this  was  true  for 
cerebellar  ectopia,  neoplasms,  or  normal  tonsils  and 
that  MRI  could  reliably  distinguish  cerebellar  ectopia 
from  intrinsic  cervical-medullary  masses.  Baker  et  al" 
felt  MRI  could  easily  and  completely  evaluate  ACM 
both  before  and  after  treatment.  Wolpert  et  al"  con- 
sider MRI  the  procedure  of  choice  in  evaluating  ACM. 

TREATMENT  AND  PROGNOSIS 

Treatment  of  the  adult  ACM  presents  a challenge  for 
the  neurosurgeon  and  can  become  quite  complicated 
depending  on  the  anatomy  that  is  present  and  the  time 
of  surgery.  Postsurgical  complications  have  included 
CSF  leakage,  wound  infection,  hydrocephalus,  and 
most  importantly,  respiratory  complications."^’  Paul 
et  al  reported  that  their  most  frequent  postoperative 
complication  was  respiratory  depression  which  usually 
occurred  within  the  first  5 days  and  was  most  marked  at 
night.l'* 

The  long  term  outcomes  of  surgery  are  variable. 
Eisenstat  et  al  reported  that  in  their  40  patients,  55% 
improved,  30%  remained  neurologically  stable,  and 
15%  worsened  clinically  including  one  death  secondary 
to  sleep  apnea.  Their  follow  up  time  ranged  from  one 
month  to  11  years  with  an  average  of  2.4  years.^  Levy  et 
al  reported  that  in  their  127  patients,  47%  improved, 
26%  deteriorated,  and  27%  remained  unchanged.^ 
Paul  et  al  reported  that  of  their  71  patients,  82%  had 


subjective  improvements  and  70%  had  objective  im- 
provements. However,  21%  experienced  later 
relapses.^"* 

Eisenstat  et  al  and  Mohr  et  al  found  that  patients 
presenting  with  evidence  of  central  cord  dysfunction 
tended  to  have  a less  favorable  outcome  than  those 
presenting  with  increased  intracranial  pressure, 
brainstem  compression,  or  cerebellar  dysfunction. 
Levy  et  al  concluded  that  there  was  no  superior  treat- 
ment and  suggested  that  surgical  criteria  should  be 
conservative.  They  suggested  that  patients  with 
progressive  motor  symptoms  needed  surgery  and  can 
benefit  from  it.  On  the  other  hand,  if  the  patient  has  a 
stable  course,  they  recommend  simply  following  the 
patient.  They  also  felt  that  one  quarter  of  patients 
would  deteriorate  no  matter  what  was  done.^^ 

SUMMARY 

In  conclusion,  adults  with  an  Arnold-Chiari  malfor- 
mation can  present  with  a wide  variety  of  signs  and 
symptoms.  They  can  easily  be  misdiagnosed  or  con- 
fused with  other  neurologic/neuropsychologic  entities 
and  present  a challenge  to  all  physicians.  In  order  to 
make  the  diagnosis  of  adult  Arnold-Chiari  malforma- 
tion, a high  index  of  suspicion  is  needed.  After  the 
diagnosis  is  made,  surgical  intervention  can  stop  the 
progression  of  the  symptoms  and  can,  in  some  cases, 
lead  to  excellent  recovery.  However,  relapse  of 
symptoms  is  relatively  common  and  closely  correlates 
with  the  mode  of  presentation. 
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AIR  FORCE 
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Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
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quality  benefits  and  30 
days  of  vacation  with 
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out the  financial  and 
management  burden. 
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HEALTH  PROFESSIONS 
“STAT”  COLLECT 
402-551-0928 


Editorial 


Robert  E.  Van  Demark,  Sr,  MD  Retires  As 
Editor 


This  issue  of 
the  Journal 
marks  a lime  of 
major  transition. 
After  33  years 
as  editor,  Dr 
Robert  Van 
Demark,  Sr  has 
elected  to  resign 
from  this 
position.  In 
recognition  of  Dr 
Van  Demark’s 
contributions  to 
ihc  South  Dakota 
Journal  of 
Medicine,  to  the 
South  Dakota 
State  Medical 
Association,  to 
Robert  E.  Van  Demark,  Sr,  MD  ygj)  School 

of  Medicine  and 

to  the  clinical  practice  of  medicine,  this  issue  of  the 
Journal  is  dedicated  to  him. 

The  success  and  vitality  of  the  Journal  is  largely  the 
result  of  Dr  Van  Demark’s  vision,  dedication  and  hard 
work  since  he  assumed  the  role  of  editor  in  1958. 
Despite  the  fact  that  South  Dakota  is  the  smallest  state 
association  to  still  have  its  own  medical  journal.  Dr  Van 
Demark’s  efforts  have  ably  demonstrated  that  a quality 
medical  journal  for  the  physician’s  of  South  Dakota  can 
be  produced. 

Dr  Van  Demark  graduated  from  Sioux  Falls  College, 
attended  the  University  of  South  Dakota  School  of 
Medicine  for  two  years,  and  then  received  his  MD  from 
Northwestern  University.  His  orthopedic  residency 
was  obtained  at  the  Mayo  Clinic.  His  impact  on  clini- 
cal practice  in  eastern  South  Dakota  and  the 
surrounding  states  is  well  known.  Due  to  the  efforts  of 
Dr  Van  Demark  and  his  family,  the  Van  Demark  name 


has  been  synonymous  with  excellence  in  orthopedic 
care. 

Dr  Van  Demark  has  received  numerous  awards  and 
commendations.  These  include  the  1987  Humanitarian 
Award  of  the  year  (South  Dakota  Human  Services 
Forum);  the  Community  Service  Award  (South  Dakota 
State  Medical  Association  in  1971);  the  Distinguished 
Service  Award  (South  Dakota  State  Medical  Associa- 
tion in  1986);  and  the  Distinguished  Citizen  of  the  Year 
Award  (South  Dakota  Press  Association  in  1978). 

Perhaps  one  of  Dr  Van  Demark’s  greatest  impacts  has 
been  in  teaching  and  education.  He  has  been  as- 
sociated with  the  Medical  School  as  a clinical  professor 
since  1953.  He  has  received  a number  of  awards  for 
teaching  including  the  1989  Teaching  Award  for  Excel- 
lence in  Clinical  Teaching  (Sioux  Falls  Family  Practice 
Residency).  He  has  authored  over  100  articles  and  es- 
says for  medical  publications. 

Dr  Van  Demark  has  consistently  matched  his  interest 
in  teaching  with  a strong  commitment  to  personal  con- 
tinuing education.  In  this  area,  he  has  set  a particularly 
high  standard  of  personal  excellence,  and  constitutes  a 
model  for  his  fellow  clinicians.  Regularly  he  has  earned 
in  excess  of  150  Category  I credit  hours  a year  in  con- 
tinuing education  and  he  has  consistently  taken  (and 
scored  very  high)  on  orthopedic  and  orthopedic  hand 
surgery  self  assessment  examinations. 

Clearly,  Dr  Van  Demark  has  exerted  a major  influence 
on  the  practice  of  medicine  in  South  Dakota  and  the 
region.  We  are  indebted  to  him  for  his  example  of  clini- 
cal and  educational  excellence,  and  look  forward  to 
having  his  continued  advice  and  counsel  in  the  publica- 
tion of  the  South  Dakota  Journal  of  Medicine. 

Jerome  W.  Freeman,  MD,  FACP 
John  F.  Barlow,  MD 

Dr  Jerome  W.  Freeman,  a neurologist  in  Sioicx  Falls,  and 
Dr  John  F.  Barlow,  a pathologist  in  Rapid  City,  are  the 
new  co-editors  of  the  Journal.  # 
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HELP  SOUTH  DAKOTA’S  MEDICAL  SCHOOL! 


HELP  SOUTH  DAKOTA’S  MEDICAL  STUDENTS! 


The  South  Dakota  Medical  School  Endowment 
Association  is  trying  to  do  just  that.  We  make  low 
interest  (6%)  loans  to  medical  students  who  are 
attending  the  University  of  South  Dakota  School  of 
Medicine.  The  number  of  loans  has  increased  from  14 
in  1984  to  80  in  1990,  and  the  total  amount  loaned  from. 
$21 ,500  to  $60,000.  This  year  the  Endowment  again  has 
allocated  $60,000  to  help  meet  the  students’  needs. 


—PLEASE  HELP  US  HELP  THEM— 


There  are  many  ways  to  do  this: 

--  Send  us  a check 

“ Remember  us  in  your  will 

--  Make  us  a beneficiary  on  an  insurance  policy 

--  Buy  shares  of  stock  in  our  name 


Send  your  contributions*  to: 

South  Dakota  Medical  School  Endowment  Association 

1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 


*May  be  tax  deductible 
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Kloucek,  Frank  J.  (D) 

18 

Scotland 

5834468 

Kocer,  Albert  J.  (D) 

20 

Wagner 

384-3285 

Koskan,  John  (R) 

29 

Wood 

452-3448 

Krautschun,  Harvey  C.  (R) 

31 

Spearfish 

6424276 

Kundert,  Alice  (R) 

25 

Mound  City 

955-3518 

lammers,  Jerome  B.  (R) 

10 

Madison 

256-3694 

Lucas,  Larry  (D) 

28 

Mission 

856-2439 

Mateer,  Charles  Q.  (R) 

35 

Belle  Fourche 

8924642 

McKillop,  Malcolm  C.  (R) 

22 

Artesian 

527-2360 

McNenny,  Kenneth  G.  (R) 

26 

Sturgis 

347-2157 

Mickelson,  Gordon  (D) 

20 

Platte 

337-3780 

Moore,  Garry  A.  (D) 

19 

Yankton 

665-2301 

Munson,  David  R.  (R) 

12 

Sioux  Falls 

336-6987 

Negstad,  Richard  B.  (R) 

7 

Volga 

8264385 

Nicolay,  Janice  K.  (R) 

14 

Sioux  Falls 

332-6481 

O’Connor,  Michael  W.  (D) 

16 

Alcester 

253-2838 

Olson,  Edwin  W.,  Jr  (R) 

21 

Mitchell 

996-9009 

Pederson,  Gordon  R.  (R) 

30 

Wall 

279-2610 

Pilcher,  Patricia  A.  (D) 

11 

Sioux  Falls 

336-1072 

Putnam,  J.  E.  (Jim)  (R) 

18 

Armour 

724-2541 

Reedy,  John  J.  (Joe)  (D) 

17 

Vermillion 

624-2210 

Rentschler,  Jack  G.  (R) 

13 

Sioux  Falls 

336-7544 

Roe,  Robert  (R) 

7 

Brookings 

692-5874 

Sandness,  William  J.  (R) 

11 

Sioux  Falls 

361-2666 

Schaunaman,  Craig  D.  (D) 

3 

Aberdeen 

229-1393 

Schreiber,  Lola  Fae  (R) 

24 

Gettysburg 

258-2103 

Sears,  John  D.  (R) 

32 

Rapid  City 

342-0236 

Shaw,  Michael  H.  (R) 

24 

Pierre 

2244079 

Solum,  Burdette  C.  (R) 

4 

Watertown 

886-3808 

Timmer,  John  (R) 

13 

Sioux  Falls 

332-8932 

Vanderlinde,  Mary  (D) 

15 

Sioux  Falls 

338-6501 

Van  Overschelde,  Dennis  (D) 

22 

Salem 

425-2050 

Viken,  Linda  Lea  M.  (D) 

33 

Rapid  City 

341-7053 

Wagner,  Michael  D.  (R) 

9 

Baltic 

529-5682 

Waltman,  Alfred  (D) 

2 

Aberdeen 

229-0323 

Weber,  Robert  R.  (R) 

6 

Strandburg 

676-2471 

Wishard,  Della  M.  (R) 

35 

Prairie  City 

244-5691 

Wood,  Royal  J.  "Bud"  (R) 

3 

Warner 

225-5980 
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University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education,  service 
and  research  for  South  Dakotans’ 

The  State  of  South  Dakota’s  Child:  1990 

Ann  L.  Wilson,  PhD* 


Editorial  Note: 

The  year  1990  was  the  Year  of  Reconciliation  and  the  School  of  Medicine  is  pleased  to  recognize  its  importance 
with  the  special  attention  given  in  this  annual  report  to  current  projects  being  initiated  in  the  state  that  aim  to 
improve  the  health  and  well  being  of  South  Dakota’s  Native  American  children.  These  efforts  will  hopefully 
make  a ditference  in  the  lives  of  children  and  their  families  and  they  represent  collaborative  etforts  that  utilize 
strength  within  communities  to  protect  and  nurture  future  generations  for  our  state. 

R.C.  Talley,  M.D.  Vice  President/Dean 
USD  School  of  Medicine 
Sioux  Falls,  SD 


ABSTRACT 

For  the  first  time  since  1970  the  birth  rate  in  South  Dakota  (15.7)  has  dropped  to  a rate  level  lower  than  that  of 
the  nation  (15.9).  The  continuing  decline  in  the  number  of  total  births  in  South  Dakota  makes  it  all  the  more  im- 
portant to  be  cautious  as  annual  South  Dakota  data  are  examined.  Five  year  (1984-1988)  mean  neonatal  mortality 
data  show  that  its  rate  for  both  the  white  and  the  nonwhite  populations  in  South  Dakota  are  lower  than  those  of  the 
nation.  Alternately,  the  five  year  mean  post  neonatal  mortality  rate  for  whites  is  slightly  above  the  national  rate 
and  for  nonwhites  it  is  substantially  higher  than  the  national  rate.  This  paper  concludes  with  a discussion  of  ap- 
proaches currently  being  pursued  in  the  state  to  improve  the  health  and  well  being  of  Native  American  children. 


As  an  annual  report  to  the  Journal,  this  year’s  "State 
of  the  Child"  review  will  present  the  most  recent 
data  on  infant  mortality.  In  honor  of  the  Year  of  Recon- 
ciliation this  year’s  report  will  also  examine  current 
efforts  to  respond  to  the  special  health  care  needs  of 
South  Dakota’s  Native  American  children. 

Birth  Rate 

In  recent  years,  the  total  number  of  births  in  South 
Dakota  has  been  decreasing  and  overall  has  declined  by 
16%  between  the  years  of  1980  and  1988.  In  1988  there 
were  a total  of  11,194  births,  the  lowest  number  of  new- 
borns for  the  state  in  the  past  14  years.^  For  the  first 
time  since  1970,  our  birth  rate,  defined  as  the  number 
of  live  births  per  estimated  1,000  population,  dropped 
to  a level  (15.7)  lower  than  that  of  the  nation  (15.9)."  In 
1988  only  four  other  states  (Delaware,  North  Dakota, 
Vermont  and  Wyoming)  had  fewer  births  than  did 
South  Dakota.^ 


1.  Profes.sor  of  Pediatrics  and  Psychiatry,  University  of 
South  Dakota  School  of  Medicine,  Sioux  Falls,  SD 


In  1988,  approximately  one  third  of  all  births  in  South 
Dakota  occurred  in  Pennington  and  Minnehaha  coun- 
ties^ compared  to  28%  ten  years  ago.^*  Also,  in  the  past 
decade  there  has  been  an  increase  in  the  percentage  of 
Native  American  births  in  the  State.  In  1979, 
approximately  11%  of  all  newborns  were  Native 
American  compared  to  15%  in  1988.^’'^ 

Infant  Mortality 

As  infant  mortality  rates  are  based  upon  deaths  per 
1,000  live  births,  great  caution  must  be  exercised  as  data 
from  any  one  year  from  South  Dakota  are  analyzed. 
With  our  small  ba.se  of  total  births,  year  to  year  fluctua- 
tions in  rates  are  quite  apparent.  Figure  1 compares 
infant  mortality  rates  for  South  Dakota  and  the  United 
States  since  1965.  In  recent  years,  infant  mortality  rates 
for  South  Dakota,  with  the  exception  of  1986,  have  been 
quite  comparable  to  national  rates.  In  1988  our  infant 
mortality  rate  of  10.1  was  slightly  higher  than  the  nation- 
al rate  of  10.0.^  These  data,  however,  suggest  that 
neither  the  state  nor  the  nation  are  likely  to  achieve  the 
Surgeon  General’s  goal  of  an  infant  mortality  rate  of  9.0 
by  the  year  1990. 
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To  more  fully  examine  in- 
fant mortality  data,  it  is 
helpful  to  look  at  two  time 
periods  of  infancy:  the 
neonatal  period  (0  through 
27  days  of  age)  and  the  post 
neonatal  period  (28 
through  365  days  of  age). 

In  1988  there  is  an  unusual 
observation  made  when 
the  white  and  the  nonwhite 
neonatal  mortality  data  are 
compared.  In  this  year, 
unlike  any  other,  the  mor- 
tality rate  for  the  nonwhite 
newborns  (3.0)  was  less 
than  that  for  the  white  new- 
borns (6.0).^  Preliminary 
data  from  1989  show  that 
this  observation  has 
reverted  to  its  usual  pat- 
tern with  the  nonwhite 
neonatal  mortality  rate  ex- 
ceeding that  of  the  white 
rate.^  Our  five  year  (1984- 
1988)  mean  neonatal 
mortality  rate  of  5.7  has 
ach  ieved  the  Surgeon 
General’s  goal  of  6.0  by 
the  year  1990.^’*’^^ 

As  low  birth  weight  is  as- 
sociated with  newborn 
mortality,  its  incidence 
was  examined  to  analyze 
the  very  low  rate  of  death 
observed  among  nonwhite 
newborns.  This  analysis 
shows  that  in  1988  only 
4.9%  of  nonwhite  new- 
borns were  low  birth 
weight  (less  than  2500 
grams)  com^iared  to  a mean  of  6.7%  for  the  previous 
three  years."’^"'^'*  Yet,  accompanying  this  year’s  rela- 
tively high  white  neonatal  mortality  is  the  observation 
that  among  this  group  of  newborns,  low  birth  weight  in 
1988  was  also  lower  (4.6%)  than  its  previous  three  year 
mean  of  5.0%."’*“'^“^ 

Figure  2 provides  five  year  mean  comparisons  of 
neonatal  and  post  neonatal  mortality  data  for  South 
Dakota  and  the  United  States.  The  mean  neonatal  mor- 
tality rates  for  South  Dakota’s  white  and  nonwhite 
populations  (5.43  and  6.93)  are  lower  than  those  for  the 
United  States  (5.81  and  10.1).  In  the  most  recent  five 
year  period  (1984-1988),  the  annual  mean  decline  in 
neonatal  mortality  in  South  Dakota  has  decreased  com- 
pared to  that  observed  in  the  previous  five  years 
(1979-1983)  and  compared  to  yearly  mean  national 
declines  for  these  time  periods.  Alternately,  the  most 


recent  five  year  mean 
annual  decline  in  neona- 
tal mortality  rates  for  the 
nonwhite  population  in 
South  Dakota  has  in- 
creased over  the 
previous  five  years  and 
exceeds  the  decline  ob- 
served among  the 
nonwhite  population  na- 
tionally. 

Five  year  mean  post 
neonatal  mortality  rates 
for  the  white  and  the 
nonwhite  populations 
are  also  presented  in 
Figure  2.  For  both  the 
white  and  the  nonwhite 
populations,  rates  of 
post  neonatal  death  are 
higher  for  babies  in 
South  Dakota  than  they 
are  nationwide.  For  the 
white  population  over 
the  past  five  years  (1984- 
1988)  there  has  been 
improvement  in  the 
mean  annual  decrease  in 
mortality  compared  to 
the  mean  annual 
decrease  observed  in  the 
previous  five  years 
(1979-1983).  This  has 
not  been  the  case  for 
nonwhites  in  South 
Dakota.  For  this  group, 
a very  consistent  obser- 
vation  has  been  its 
substantially  higher  rate 
of  death  for  infants 
beyond  the  age  of  27 
days.  This  rate  is  noticeably  higher  than  that  of  white 
infants  in  South  Dakota  and  white  and  nonwhite  infants 
nationwide. 

In  response  to  this  high  mortality  rate  among  Native 
American  infants,  the  Indian  Health  Service  has  in- 
itiated a program  for  maternal  and  infant  mortality 
review.  A multidisciplinary  committee  meets  quarterly 
with  the  goal  of  establishing  effective  preventive  mater- 
nal and  child  health  care  strategics  for  the  Aberdeen 
Area  Indian  Health  Service. 

Table  I presents  data  relating  birth  weight  to  survival. 
In  1987  and  1988  approximately  5%  of  all  newborns  in 
South  Dakota  were  low  birth  weight  and  90%  survived 
the  first  year  of  life.  Approximately  half  of  all  infants 
with  birth  weights  of  500  and  999  grams  and  close  to 
90%  of  those  with  birth  weights  of  1000  to  1499  grams 


Infant  Mortality  Rates 
United  States  and  South  Dakota 

1965-1988 


Year 

Data  from  National  Center  for  Health  Statistics 

Figure  1 


Mean  Infant  Mortality  Rates 
South  Dakota  & United  States 

1984-1988 


Neonatal 


White 


Non-White 


Post-Neonatal 


White 


Non-White 


El  SD 


US 


Rates  per  1,000  live  births. 

Data  from  the  National  Center  for  Health  Statistics 
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SOUTH  DAKOTA 


Table  1 

D)w  Birth  Weiglit,  Survival  and  Its  Contribution 

to 

Infant  Mortality 

South  Dakota 

1987-88 

Birth  weight 

Contribution  to  Mortality 

in  Crams 

Incidence* 

Survival 

Neonatal 

Post-neonatal 

< 499 

.09% 

0% 

17% 

0% 

500-999 

39% 

46% 

35% 

6% 

1000-1499 

.43% 

87% 

8% 

3% 

1500-2499 

4.01% 

96% 

13% 

17% 

Total 

4.92% 

90% 

73% 

25% 

*per  total  live  births 

Data  from  South  Dakota  Department  of  Health  and  the  National 

Center  for  Health  Statistics. 

repeated  so  that  other  communities  may 
develop  this  strategy  to  promote  the  birth 
of  healthy  newborns  and  decrease  infant 
mortality. 

Presented  in  Figure  3 are  data  illustrating 
how  infant  deaths  disproportionately 
occur  among  Native  Americans.  Between 
1984  and  1988,  17%  of  all  newborns  in 
South  Dakota  were  nonwhite  yet  21%  of 
all  neonatal  deaths  were  of  nonwhite  new- 
borns and  37%  of  all  post  neonatal  deaths 
were  nonwhite  infants.  Clearly,  the  dis- 
tribution of  these  deaths  following  the  first 
28  days  of  life  is  twice  the  percentage  an- 
ticipated by  the  number  of  nonwhite 
babies  born  each  year.  While  access  to 
neonatal  care  is  known  to  be  associated 
with  neonatal  survival,  socioeconomic  fac- 
tors are  associated  with  post  neonatal  deaths.^^'^^ 

Causes  of  Death  for  Wliite  and  Native  American 
Children 

Table  11  presents  data  on  the  cause  of  death  for  all 
white  and  Native  American  children  in  South  Dakota. 
Using  a paradigm  developed  at  the  University  of 
Alabama,  all  deaths  between  1985  and  1989  were  clas- 
sified in  five  categories  using  ICD-9  codes  from  death 
certificates. Overall,  between  1985  and  1989  the 
rate  of  death  for  Native  American  infants  was  almost 
two  and  a half  times  higher  than  that  of  white  infants. 
For  children  1 to  9 and  10  to  19  years  of  age,  it  was  al- 
most three  times  higher  than  that  for  white  children. 

Further  analyses  of  the  data  show  that  the  rate  of 
deaths  due  to  systemic  conditions,  infections,  injuries, 
perinatal  conditions  and  sudden  death  is  much  higher 
among  Native  American  than  white  infants.  Rates  of 
death  among  children  are  considerably  higher  for  sys- 
temic conditions  of  Native  American  children  1 to  9 
years  of  age  and  for  infections  of 
White  and  Non-White  Contribution  to  Infant  Mortality  Native  American  youth  10  to  19 

years  of  age  than  they  are  for  white 
children. 


survived  their  first  year  of  life.  Overall,  nearly  three 
quarters  of  all  newborns  who  died  had  a low  birth  weight 
and  one  quarter  of  those  who  survived  for  the  first  27 
days  of  life  but  died  during  infancy  were  low  birth 
weight.  Over  half  of  all  neonatal  deaths  in  South 
Dakota  occur  among  newborns  with  a birth  weight  of 
less  than  1000  grams. 

These  data  highlight  the  need  to  continue  to  develop 
low  birth  weight  prevention  programs  that  have  been  in- 
itiated in  various  communities  in  the  state.  The  State 
Health  Department  collaboratively  with  the  March  of 
Dimes  and  the  South  Dakota  Perinatal  Association 
sponsored  a workshop  this  past  January  for  teams  of 
physicians,  office  nurses,  hospital  nurses  and  com- 
munity health  nurses  from  Brookings,  Webster, 
Parkston,  Winner  and  Pierre.  Each  of  these  teams  has 
subsequently  developed  programs  in  their  communities 
to  assess  pregnant  women’s  ri.sk  for  preterm  labor  and 
to  help  women  identify  its  symptoms.  The  overall  goal 
of  this  effort  is  to  prolong  pregnancies  and  prevent  low 
birth  weight  newborns.  This  year  the  workshop  will  be 


South  Dakota 

1984-1988 


Births  Infant  Deaths 


Of  particular  note  is  the  observa- 
tion that  the  rate  of  death  due  to 
injuries  is  much  higher  in  each  age 
cohort  for  Native  Americans  than 
for  whites.  In  general,  deaths  due 
to  infection  and  injury  may  be 
considered  preventable.  This  un- 
derstanding emphasizes  the  role 
communities  must  play  to  keep 
these  losses  from  occurring. 


□ White 
@ Non-White 


Data  from  National  Center  for  Health  Statistics 

Figure  3 


The  Year  of  Reconciliation 

One  hundred  years  ago,  300 
Sioux  men,  women  and  children 
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Table  II 

Rates  of  Childhood  Death  by  Cause 
White  and  Native  American 
South  Dakota 
1985-89 

White  Native  American 

Age  in  Years  Age  in  Years 


Cause  of  Death 

<1 

1-9 

10-19 

<1 

1-9 

10-19 

Congenital  Anomalies 

2.1 

0.05 

- 

2.0 

0.07 

- 

Systemic  Conditions 

0.62 

0.06 

0.08 

2-55 

0.16 

0.06 

Infections 

1.43 

0.04 

0.01 

3.29 

0.03 

0.04 

Injury 

027 

0.17 

0-39 

1.06 

0.68 

1.23 

Perinatal  Conditions 

Sudden  Infant  Death  & 

2.46 

- 

- 

4.47 

- 

- 

III  Defined  Conditions 

1.53 

0.01 

- 

7.99 

0.05 

- 

Total  Rate 

8.60 

0_35 

0.48 

21 J9  1.01 

135 

Rates  per  1000  population 

Data  from  South  Dakota  Department  of  Health. 


were  killed  at  Wounded  Knee.  In  honor  of  those  who 
died  and  our  need  to  atone  for  racial  tensions,  Gover- 
nor Mickelson  proclaimed  1990  as  the  Year  of 
Reconciliation. 

Data  that  so  readily  indicate  the  disparity  in  survival  of 
white  and  Native  American  infants  and  children  in 
South  Dakota  identify  a major  area  in  need  of  recon- 
ciliation. While  the  death  of  an  infant  or  child  may  be 
viewed  as  a medical  event, 
the  social  and  environmen- 
tal  circumstances  that 
surround  a child’s  life  play 
a profound  role  in  deter- 
mining his  or  her  survival. 

Medical  responses  to  the 
problems  reflected  by  in- 
fant mortality  data  will  only 
partially  add  ress  the 
tragedy  that  lies  behind  the 
numbers  of  babies  who  die. 

To  prevent  these  sad 
deaths,  and  to  be  a part  of 
the  efforts  of  reconcilia- 
tion, broader  solutions  to 
the  problems  of  Native 
American  infants  and 
children  must  be  sought, 
initiated  and  implemented 
to  reach  families  in  ways 
that  assist  their  safe  nurture  of  future  generations. 

The  medicine  wheel  of  Sioux  culture  presented  in 
Figure  4 enables  our  perception  of  what  is  needed  to 
protect  the  survival  of  babies.  The  circle  of  the  wheel 
represents  all  that  makes  up  the  universe,  with  each  part 
of  the  universe  having  equality  among  its  various  com- 
ponent parts.^^  With  the  exception  of  humankind,  all 


things  that  make  up  the  universe  are  in  harmony. 
Humankind  is  not  born  with  an  understanding  of 
this  harmony,  yet  it  is  humankind  who  has  the  power 
of  understanding  and  who  has  the  power  of  deter- 
mining the  harmony  of  the  universe.  To  be  whole, 
humankind  must  learn  to  be  in  harmony  with  each 
other  and  with  all  other  spirits  of  the  Universe  by 
learning  to  seek  and  to  perceive. 

Attached  to  the  four  points  of  the  Medicine  Wheel 
are  four  Great  Powers  represented  by  four  colors 
and  four  animals.  According  to  one  interpretation 
of  the  medicine  wheel,^^  the  North  is  symbolized  by 
the  color  white  and  it  is  here  that  lives  the  buffalo 
who  represents  wisdom.  To  the  South  is  the  mouse 
and  the  color  green  representing  innocence.  To  the 
West  is  the  color  black  representing  the  introspec- 
tion of  the  bear.  To  the  East  is  yellow  and  the  eagle 
symbolizing  illumination.  Each  of  these  four 
powers  is  important  to  a sense  of  harmony  but  each 
of  us  is  born  at  one  point  of  the  wheel  from  which 
we  begin  to  perceive. 

A person  who  fails  to  perceive  from  the  three  direc- 
tions that  are  not  of  his  birth  will  also  fail  to  be  whole 
and  fail  to  find  harmony.  A person  who  remains  only  of 
the  North  will  be  wise,  but  will  be  cold  without  feeling. 
To  only  perceive  from  the  West  will  enable  personal 
scrutiny  but  such  introspection  will  lead  to  going  over 
the  same  thought  again  and  again  without  decisions 
being  made.  To  be  only  of  the  East,  like  an  eagle,  one 

will  have  clear  farsighted 
vision  but  will  not  be  able  to 
know  or  enjoy  closeness. 
And,  to  remain  only  from  the 
South,  a person  will  remain 
close  to  the  ground  like  an  in- 
nocent mouse  but  will  not  see 
beyond  his  or  her  whiskers. 
Humanity  must  be  able  to 
perceive  from  each  of  the 
four  powers  of  the  universal 
wheel  to  be  whole. 

To  help  Native  American 
families  be  whole  and  to  live 
in  harmony  with  life’s 
demands  is  what  a variety  of 
newly  funded  programs  in 
South  Dakota  hope  to 
achieve.  The  pervasive  and 
devastating  effects  of  alcohol 
on  the  development  of  Native 
American  children  has  gained  a heightened  attention. 
Last  year’s  publication  of  the  Broken  Cord  by  Michael 
Dorris^^  beautifully,  yet  tragically,  describes  the  per- 
manent damaging  effects  of  alcohol  upon  the 
developmental  capacities  of  a South  Dakota  child.  The 
true  travesty  of  this  problem  comes  to  be  known  when 
one  fully  recognizes  that  this  damage  is  totally  prevent- 
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able.  Hope  too  can  be  experienced  when  there  is  a 
recognition  that  with  sustained  and  consistent  efforts 
there  can  be  an  improved  outlook  for  Native  American 
children,  especially  if  the  exposure  to  alcohol  during 
gestation  can  be  minimi/cd. 

What  can  be  done?  To  reach  the  Native  American 
baby,  a community  must  be  willing  to  embrace  women 
during  their  pregnancy  with  support  and  care.  This  care 
and  involvement  must  have  the  wisdom  of  the  buffalo 
but  the  gentle  closeness  of  the  mouse  to  reinforce  a 
woman’s  commitment  to  caring  for  her  baby  during  the 
vital  months  of  its  gestation.  It  must  also  have  the  far- 
sightedness of  the  eagle  to  promote  the  well  being  of  a 
baby  that  will  foster  development  for  a productive  fu- 
ture. In  addition,  it  must  have  the  introspection  of  the 
bear  to  assure  that  what  is  done  is  fitting  for  the  per- 
sonal needs  of  those  the  services  will  reach.  Together, 
these  perceptions  translated  into  caring  attention  may 
help  a baby’s  early  life  begin  in  harmony  with  health  and 
human  relationships  so  important  to  growth  and 
development. 

Such  an  approach  to  supporting  pregnant  women  will 
be  developed  by  the  Indian  Health  Service  on  the  Wag- 
ner Tribal  Unit  with  funding  from  the  Federal  Office  of 
Substance  Abuse  Prevention.  This  project,  named, 
Mitakuye  Oyasin  meaning  "we  are  all  related"  will  foster 
community  responsiveness  to  the  special  needs  of 
women  during  their  pregnancies.  It  will  also  provide 
ongoing  support  to  women  during  their  post  partum 
days.  Native  American  community  lay  home  visitors 
will  be  helpfully  involved  with  the  women  and  babies  to 
assure  the  family’s  involvement  with  health  services  so 
that  each  pregnancy  and  new  baby  will  receive  the 
benefits  of  health  care. 

To  help  families  access  needed  services,  the  State 
Department  of  Health  and  the  Indian  Health  Service 
have  developed  outreach  clinics  throughout  the  Pine 
Ridge  Reservation.  These  clinics  will  enable  women  to 
receive  the  benefits  of  food  supplementary  programs, 
health  care  and  other  services  in  a coordinated  manner 
close  to  their  homes. 

Stewardship  of  a baby  during  pregnancy  is  only  part  of 
the  voyage  through  childhood.  Nurturance  received 
during  infancy  and  early  childhood  protects  and  enables 
development  that  provides  the  basis  for  eventual 
productive  independence  in  later  life.  Many  of  the 
parents  of  today’s  Native  American  youth  and  young 
adults  were  reared  in  boarding  schools  where  closeness 
with  family  and  other  supportive  adults  was  absent  or 
limited.  Recognizing  this  lack  of  family  experiences 
helps  an  understanding  of  what  may  seem  to  be  missing 
in  the  interactions  observed  between  parents  and  their 
young  children.  A generation  of  parents  missed  oppor- 
tunities for  the  critically  important  informal  learning  of 
how  nurturance  becomes  incorporated  into  the  daily  ex- 
periences of  children  growing  up  in  a family.  Their 
children  have  thus  missed  the  receipt  of  this  care  as  well 


as  the  modeling  of  responsive  caregiving.  These 
children  are  now  parents  and  on  the  cycle  goes. 

A new  program  funded  by  the  Federal  Office  of 
Adolescent  Pregnancy  Prevention  and  the  Robert 
Wood  Johnson  Foundation  will  provide  guided  support 
for  teen  parents  in  Rapid  City  as  they  begin  to  nurture 
and  protect  their  new  babies.  Administered  by  Rural 
American  Initiatives,  new  young  mothers  will  be  paired 
with  warm,  sensitive,  supportive  Native  American 
adults  who  will  visit  the  teenagers  before  and  after  the 
birth  of  their  babies.  These  women  will  serve  as  role 
models  and  will  assure  that  the  young  mothers  and  their 
infants  receive  health  services.  This  engagement  in  an 
important  relationship  will  give  the  young  mothers  con- 
tinuity with  an  accepting  and  strong  source  of  support 
that  will  be  responsive  to  their  personal  needs  as  they 
begin  to  learn  to  be  responsive  to  the  needs  of  their  new 
babies. 

The  effects  of  poverty  on  child  rearing  are  pervasive. 
Two  difficulties,  a lack  of  transportation  and  a lack  of 
child  care,  limit  the  utilization  of  services  that  are  avail- 
able to  Native  Americans.  Transportation  and  child 
care  must  be  incorporated  into  any  plan  that  is  designed 
to  help  new  parents  nurture  their  children. 

As  noted  in  the  data  regarding  mortality  during 
childhood,  ushering  a new  baby  through  infancy  is  a 
critical  passage,  but  childhood  also  demands  the  sup- 
portive involvement  of  parents  and  community.  The 
Early  Childhood  Component  of  the  Oglala  Sioux  Tribe 
on  the  Pine  Ridge  Indian  Reservation  has  received 
funding  from  the  Federal  Office  of  Substance  Abuse 
Prevention  for  a "Youth  at  Risk"  project.  This  project 
will  respond  to  preschool  children  and  their  families 
currently  experiencing  less  than  wholesome  life  styles. 
By  engaging  parents  in  opportunities  for  examining  in- 
teraction styles  with  their  children  and  providing  the 
children  with  peer  counseling  and  positive  role  models, 
this  project  aims  to  encourage  substance  free  lifestyles 
for  those  identified  as  vulnerable  to  the  effects  of  al- 
cohol and  drugs.  The  tribe  has  also  received  funding 
to  support  teen  parents  by  providing  school  based  day 
care  for  their  children.  The  goal  of  this  project  is  to 
reduce  the  use  of  substances  during  pregnancy  and  op- 
timize the  development  of  both  parents  and  their 
babies. 

These  arc  just  a few  of  the  most  recent  attempts  to  sup- 
port Native  American  families  as  they  encounter  the 
demands  of  rearing  children.  The  opportunities  for 
citizen  involvement  with  these  and  other  efforts  are 
great  and  it  is  this  level  of  personal  commitment  that  is 
needed  for  reconciliation.  A common  thread  that  ap- 
pears in  each  of  these  efforts  is  the  personal  involvement 
of  new  mothers  in  supportive  relationships  and  oppor- 
tunities to  receive  care  that  is  responsive  to  personal 
needs. 

To  live  in  harmony,  we  must  find  ways  of  becoming 
engaged  with  each  other  around  a common  goal.  To 
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create  a eommunity  that  assures  the  safest  passage 
through  prenatal  life  and  the  warmest  and  most  respon- 
sive care  during  infancy  and  childhood  allows  such 
harmony  to  be  known  in  one’s  earliest  days.  Efforts  to 
support  sueh  a beginning  to  life  can  only  be  aeknow- 
ledged  as  representing  the  far  vision  of  the  eagle,  the 
wisdom  of  the  buffalo,  the  sensitivity  of  the  mouse  and 
the  insight  of  the  bear.  If  our  eommunity  ean  eollective- 
ly  represent  these  elements  in  our  work,  our  responses 
to  our  personal  needs  and  those  of  others  can  assured- 
ly help  ereate  a universe  in  which  each  of  us  can  enjoy 
great  harmony  and  peace  with  ourselves,  our  families 
and  fellow  citizens.  The  Year  of  Reconciliation  has 
helped  to  focus  a vision  upon  this  goal  and  to  summon 
a commitment  to  its  aehievement. 
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News 


Jacalyn  Slingsby,  President,  South  Dakota  State  Medical 


Association  Auxiliary 

AMPAC-SoDaPAC 

As  I write  this  month’s  article,  I am  still  busy  with 
Christmas  preparations  and  activities  and  the  new 
year  seems  so  very  far  away.  However,  as  you  read  this 
article  the  holidays  will  have  passed  and  hopefully 
thoughts  of  a memorable  holiday  season  still  fill  your 
minds.  The  arrival  of  the  New  Year  usually  brings 
everyone  a feeling  of  a new  beginning  or  new  focus 
shaped  by  a few  resolutions  from  the  previous  year. 

Traditionally  January  is  the  time  our  state  legislature 
again  resumes  to  discuss  issues  pertinent  to  our  state 
and  accept  or  reject  bills  concerning  these  issues.  Offi- 
cials we  have  chosen  to  represent  us  from  the  election 
last  November  are  gathering  and  hopefully  remember- 
ing our  viewpoints  on  the  various  issues.  One  way  to 
reinforce  our  viewpoints  on  medical  issues  is  through 
membership  to  SoDaPAC  and  AMPAC.  Membership 
to  these  political  action  committees  is  open  to  all 
physicians  and  spouses  and  offers  these  "individuals  a 
convenient,  time  efficient  means  by  which  to  become  in- 
volved in  the  legislative  races".  Your  voice  in  politics  is 
now  a powerful  amplified  voice. 

AMPAC  originated  in  1961  and  is  the  largest  profes- 
sional association  political  action  committee  in  the 
United  States.  It  is  a separate  fund  established  by  the 
AMA  that  is  supported  by  approximately  57,000  con- 
cerned physicians  and  spouses.  It  is  the  best  way 
organized  medicine  can  speak  as  one  and  have  a strong 
influence  in  protecting  quality  health  care.  Funds  are 
contributed  by  physicians  and  their  families,  resident 


physicians  and  medical  students  and  go  to  federal  can- 
didates that  are  worthy  of  medicine’s  endorsement.  It 
is  a bipartisan  PAC  that  supports  candidates  of  both 
major  parties.  The  decision  as  to  which  candidates  are 
supported  is  made  only  after  discussions  with  the  state 
PAC  involved.  This  is  where  you  can  play  a role  in  this 
decision  process  by  becoming  directly  involved  in  our 
own  South  Dakota  Political  Action  Committee 
(SoDaPAC). 

Today  government  has  a big  influence  in  the  practice 
of  medicine  and  it  has  become  necessary  for  physicians 
and  their  spouses  to  be  politically  aware.  SoDaPAC’s 
membership  is  small,  approximately  225  members  and 
the  twelve  districts  are  constantly  searching  for 
physicians  and  spouses  to  serve  on  the  Board.  Those 
individuals  who  do  serve  on  the  Board  have  a direct  in- 
fluence on  the  candidates  that  are  chosen  to  be 
supported  by  SoDaPAC  and  AMPAC.  This  Board  also 
meets  during  the  SDSMA  Annual  Meeting  and  has  ar- 
ranged luncheons  with  the  candidates. 

Our  State  Medical  Auxiliary  has  been  honored  with 
two  past  State  Auxiliary  Presidents  serving  as  president 
of  the  SoDaPAC  Board,  Marlys  Porter,  and  the  current 
President,  Marie  Hovland.  Several  physicians  and 
spouses  have  attended  AMPAC’s  Campaign  School 
which  is  the  only  program  of  its  kind  available  outside 
the  two  major  political  parties  and  both  of  those  were 
patterned  after  this  one.  It  is  a wonderful  training  ses- 
sion for  those  who  want  to  be  directly  involved  in  a 
political  campaign.  There  is  also  a training  session  for 
those  interested  in  running  for  office.  Each  year 
AMPAC  recognizes  a physician’s  spouse  whose  efforts 
have  made  a difference  in  the  political  arena.  Our  state 
PAC  will  nominate  an  individual  for  this  Belle  Chenault 
Award  for  Political  Participation  for  1989-90. 

South  Dakota’s  small  population  requires  and  offers 
opportunity  for  individuals  to  become  more  directly  in- 
volved in  the  political  process  particularly  if  there  is 
dissatisfaction  with  present  legislation  regarding 
medicine.  I am  currently  serving  on  this  Board  and  have 
found  it  provides  an  education  to  our  legislative  process 
and  also  keeps  me  informed  on  the  legislation  relevant 
to  medicine  through  the  "Grab  Bag"  newsletter  and  in- 
formation from  our  own  state  lobbyists.  I hope  that  you 
will  consider  joining  SoDaPAC  and  AMPAC.  It  is  in 
the  best  interest  of  medicine  and  your  support  will  be 
greatly  appreciated.  Please  contact  Marie  Hovland, 
911  Eleventh  Avenue,  NE,  Aberdeen,  South  Dakota 
57401  or  the  State  Medical  office  for  more  information. 
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ADVANCES  IN  CLINICAL  CHILD 

NEUROLOGY 

The  Eighth  Annual 

Black  Hills  Neurology  Seminar 

February  7,  8,  9, 1991 

Holiday  Inn 
of  the 

Northern  Black  Hills 
Spearflsh,  SD 

Contact: 

K.  Alan  Kelts,  MD,  PhD,  ACP 

Black  Hills  Neurology 

2929  Fifth  Street,  Suite  240 

Rapid  City,  SD  57701 

Phone:  (605)341-3770 

Progressive  physi- 

(MERCENCY  MCDicAL  PHYSICIANS,  p.c  owoed  Organ- 

ization has  full-time 

positions  available 
for  emergency  physicians  in  several  north- 
western communities  including  Sioux  Falls  and 
Yankton,  South  Dakota,  Casper  and  Cheyenne, 
Wyoming  and  Pasco,  Washington.  Competitive 
compensation  plus  an  excellent  benefit  pack- 
age  including  malpractice,  health,  disability  and 
life  insurance  as  well  as  profit  sharing  and  CME 
benefits.  Flexible  schedules,  attractive 
communities  to  provide  exceptional  working 
and  living  conditions,  exciting  recreational 
opportunities. 

Contact:  Janet  Cowley 

Recruitment  Coordinator 

BMP,  PC 

(307)  632-1436/FAX  (307)  635-4642 
P.O.  BOX  805 

Cheyenne,  WY  82003 

Family  Practice 
Opportunity 

Join  a well  established  four-physician 
clinic,  served  by  a modern  fifty-bed  hospi- 
tal. Salary  negotiable,  very  good  benefit 
package.  Opportunity  for  partnership. 
Located  on  Lake  Oahe  in  prime  hunting 
and  fishing  country. 

Contact:  Bev  Simons 

Administrator 

PO  Box  520 

Mobridge,  SD  57601 

or  call  (605)845-2962 

Family  Practice  - Hospital 
Sponsored  Clinic  Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is 
seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The 
administrative  burdens  of  medical 
practice  will  be  minimized  in  this 
hospital-managed  clinic.  The  hospital 
has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes 
base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and 
student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact: 

Kari  Wangsness,  Associate 

The  Chancellor  Group,  Inc. 

France  Place,  Suite  920 

3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 
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Robert  E.  Van  Demark,  Sr,  M D,  has  retired  as  editor  of 
this  Journal  as  of  December  31.  After  33  years  of 
dedication  to  the  Journal,  he  feels  it  is  time  to  take  life 
a little  easier.  He  will  continue  with  his  practice  as  an 
orthopedic  surgeon  at  the  Van  Demark  Bone  and  Joint 
Clinic  in  Siou.x  Falls.  We  at  the  South  Dakota  Journal 
of  Medicine  want  to  thank  Dr  Van  Demark  for  his 
interest  and  devotion  to  the  Journal.  He  will  certainly 
be  missed. 

The  new  editors  of  the  Journal  are  Dr  John  F.  Barlow, 
a pathologist  in  Rapid  City;  and  Dr  Jerome  VV. 
Freeman,  a neurologist  in  Sioux  Falls.  They  have  taken 
over  as  co-editors  on  January  1,  1991.  You  will  be 
reading  more  about  them  in  the  February  issue. 

H: 

Long-time  Yankton  pediatrician,  Dr  Willis  Stanage 
was  honored  as  Yankton’s  Citizen  of  the  Year  for  his 
many  accomplishments  and  contributions  to  the 
community. 

Family  and  friends  gathered  at  the  reception  and 
described  his  contributions  to  the  community  through 
his  work  as  a physician  and  his  volunteer  efforts  such  as 
the  Yankton  County  Historical  Society,  which  he 
founded,  Lewis  and  Clark  Summer  Theater  and  more. 
Dr  Stanage  came  to  Yankton  in  1954  as  the  first  board 
certified  pediatrician  in  the  area.  One  of  his  many  ac- 
complishments is  when  he  helped  develop  a program  of 
strep  throat  cultures  for  the  schools  in  Yankton  that 
wiped  out  rheumatic  fever  in  the  area. 

Dr  Stanage  was  born  at  Mission  Flill,  graduated  from 
Yankton  College  in  1947  and  received  his  medical  de- 
gree from  the  University  of  Nebraska  College  of 
Medicine  in  Omaha.  He  is  now  a professor  and  chair- 
man of  pediatrics  with  the  University  of  South  Dakota 
School  of  Medicine. 


Frederick  Kohimeyer,  MI),  died  recently  at  the  age 
of  75.  Born  in  Blue  Earth,  Minnesota,  he  received  his 
medical  degree  from  the  University  of  Minnesota 
Medical  School  in  1939  and  completed  his  internship 
at  St.  John’s  General  Hospital,  Pittsburgh,  Pennsyl- 
vania, in  1940.  He  practiced  ophthalmology  in  Sioux 
Falls  from  1948  until  his  retirement  in  1977.  Dr 
Kohimeyer  belonged  to  Rotary  Club,  served  on  the 
McKennan  Hospital  Board  of  Directors,  and  was  an 
honorary  member  of  the  South  Dakota  Medical  As- 
sociation. 

His  wife  died  in  1988.  He  is  survived  by  one  son, 
John,  Aurora,  Colorado;  one  daughter,  Mrs  Alan 
(Ann)  Sherman,  Farmington,  Connecticut;  three 
grandsons;  and  one  brother,  William,  Brookings. 


O.  Myron  Jerde,  MD  has  been  named  Dean  of  West 
River  Campus  for  the  University  of  South  Dakota 
School  of  Medicine.  Dr  Jerde  entered  private  practice 
in  Rapid  City  in  1968  and  in  1988  became  chief  of 
ambulatory  care  at  the  Fort  Meade  Veterans  Affairs 
Medical  Center. 

He  will  be  responsible  for  coordination  of  the  educa- 
tional activities  of  students  who  choose  to  do  their  junior 
and  senior  year  clerkship  rotations  in  the  West  River 
region. 

Just  a few  days  short  of  his  retirement  from  the  National 
Guard,  Dr  Richard  Porter  and  the  730th  Medical 
Company  of  Winncr-Vermillion  have  been  called  to 
report  to  Ft.  McCoy,  Wisconsin  for  preparation  to  go 
to  Saudi  Arabia.  Dr  Porter,  Yankton,  is  State  Surgeon 
for  the  SD  National  Guard  and  will  serve  as  commander 
of  the  730th  in  the  Persian  Gulf.  He  is  a member  of  the 
SD  State  Board  of  Medical  and  Osteopathic  Examiners 
and  President  Elect  of  the  South  Dakota  State  Medical 
Association. 

iii  iii  ^ 

Drs  David  M.  Waehs,  Aberdeen;  Bruce  C.  Lushbough, 
Brookings;  Barbara  Fetters,  Hot  Springs;  and  B.  O. 
Lindbloom,  Pierre  have  been  recertified  as  diplomats 
of  the  American  Board  of  Family  Practice  as  a result  of 
pa.ssing  a recertification  exam. 

Major  John  Ottenbacher,  a general  practice  physician 
from  Selby,  who  is  commander  of  the  Winner  National 
Guard  Unit  of  the  730th  Medical  Company  and  the  men 
and  women  under  his  command  have  been  put  on  alert. 
They  are  now  at  Ft.  McCoy,  Wisconsin  preparing  to  go 
to  Saudi  Arabia. 


Charles  E.  Tesar,  MD,  retired  physician  from  Rapid 
City,  died  recently.  He  was  born  in  Two  Harbors, 
Minnesota  in  1925.  Dr  Tesar  received  his  medical 
degree  in  1947  from  the  University  of  Minnesota, 
Minneapolis;  and  completed  his  internship  at  Wayne 
County  General  Hospital,  Eloise,  Michigan  in  1949. 
He  was  an  honorary  member  of  the  South  Dakota 
State  Medical  Association  and  the  Black  Hills  Dis- 
trict Medical  Society. 


Twila  J.  Holland,  wife  of  Dr  Lambert  W.  Holland  of 
Chamberlain,  died  on  September  28,  1990. 

continued  next  page 
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Loren  H.  Amundson,  MD,  professor  of  family  medicine 
at  the  USD  School  of  Medicine,  Sioux  Falls,  has  been 
named  the  National  Family  Physician  Educator  of  the 
Year.  He  was  awarded  the  Thomas  W.  Johnson  Award 
by  the  American  Academy  of  Family  Physicians 
(AAFP).  This  award  recognizes  individuals  who  have 
made  outstanding  contributions  to  education  for  family 
practice  in  undergraduate,  graduate  and  continuing 
education. 

Dr  Raymond  G.  Burnett,  MD,  who  practices  obstetrics 
and  gynecology  in  Rapid  City,  gave  a lecture  entitled 
"Menopause:  A New  Perspective"  at  the  Omaha 
Mid-West  Clinical  Society’s  recent  meeting. 

^ ^ Hi  ^ 

Sioux  Falls  orthopedic  surgeon.  Dr  Robert  E.  Van 
Demark  Jr  attended  the  Toronto  meeting  of  the 
American  Society  for  Surgery  of  the  Hand  in  which  he 
holds  membership. 

H:  Hi  Hi  Hi  Hi 

Dr  il  iroo  Kapur,  a Huron  physician,  has  been  elected 
chairperson  of  the  12-member  Huron  University  board 
of  trustees.  Dr  Kapur  has  served  on  the  board  of 
trustees  since  1987.  # 
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The  following  physicians  recently  began  practicing 
medicine  in  South  Dakota. 

Ramona  Peshek,  MD,  completed  her  family  practice 
residency  this  past  spring  at  the  Sioux  Falls  Family 
Practice  Center  and  began  practice  at  the  Brown  Clinic 
in  Watertown.  Dr  Peshek  is  originally  from  Fairfield, 
Nebraska.  She  received  her  medical  degree  from  the 
University  of  Nebraska  Medical  Center  in  Omaha  in 
1987. 

Dr  Peshek  holds  membership  in  AAFP,  SDAFP, 
AMA,  SDSMA  and  the  Christian  Medical-Dental 
Society.  She  served  as  secretary/treasurer  of  the 
UNMC  Chapter  of  the  Christian  Medical-Dental 
Society  in  1984-85.  During  the  past  year,  Dr  Peshek 
served  as  director  of  athletic  events  for  the  Sioux  Falls 
Family  Practice  Residency.  She  arranged  medical 
coverage  for  Sioux  Falls  School  District  athletic  events. 
She  is  presently  serving  on  the  McKennan  Hospital 
Utilization  Review  Committee. 

^ ^ Hi  ^ ^ 

Richard  L.  Katka,  MD,  a native  of  Wagner,  recently 
moved  his  family  to  Gregory  to  join  the  staff  at  the 
Rosebud  Family  Clinic  and  the  Gregory  Community 
Hospital. 

Dr  Kafka  attended  USD  and  in  1979  began  working 
for  the  State  of  South  Dakota  as  a forensic  chemist.  He 
went  back  to  school  after  deciding  to  become  a family 
practice  physician  and  received  his  medical  degree 
from  USD  School  of  Medicine  in  1987.  He  completed 
a 3-year  family  practice  residency  at  the  Siouxland 
Medical  Education  Foundation  in  Sioux  City,  Iowa. 

Dr  Kafka  and  his  wife,  Roberta,  have  2 children,  Ben- 
jamin, age  3,  and  Amanda,  7 months. 

Hi  Hi  Hi  Hi 

Another  physician  to  start  practice  in  Gregory  is  Dr 
Andrew  N.  Clark.  He  received  his  bachelor  of  arts 
degree  at  Drake  University  in  Des  Moines,  Iowa,  in 
1982,  and  his  medical  degree  at  the  University  of  Iowa, 
Iowa  City,  in  1987.  He  completed  a 3-year  family 
practice  residency  at  the  Siouxland  Medical  Education 
Foundation  in  Sioux  City  before  coming  to  South 
Dakota. 

Dr  Clark  and  his  wife,  Patty,  are  expecting  their  first 
child. 

H:  H:  Hi  Hi  ^ 

After  completing  a 2-year  fellowship  in  nuclear 
medicine  at  the  University  of  Minnesota  and  an  elective 
rotation  in  PET  (positron  emmission  tomography) 
scanning  procedures  at  UCLA,  Dr  Fred  C.  Lovrien  has 
returned  to  Sioux  Falls  to  work  with  the  W.  A.  Boade 


MD,  Ltd,  a company  specializing  in  providing  nuclear 
diagnostic  services  to  rural  and  outreach  locations. 

Dr  Lovrien  is  a 1973  graduate  of  the  University  of 
Iowa  College  of  Medicine.  He  is  board  certified  in  in- 
ternal medicine  and  endocrinology,  and  board  eligible 
in  nuclear  medicine.  He  practiced  in  Sioux  Falls  for 
many  years  in  endocrinology  at  Central  Plains  Clinic;  he 
was  a clinical  associate  professor  of  internal  medicine 
at  the  USD  School  of  Medicine;  and  on  the  teaching 
staff  for  family  practice  programs  at  McKennan  and 
Sioux  Valley  Hospitals  and  was  cited  as  Residency 
Program  "Teacher  of  the  Year"  at  both. 

Hi  H(  Hi  H:  H: 

The  Huron  Clinic  announced  that  Sonja  Wyckoff,  MD, 
a gynecologist,  recently  joined  their  staff. 

Dr  Wyckoff,  a native  of  Orange,  California,  received 
her  medical  degree  from  the  University  of  California, 
Irvine  Medical  School  in  1971.  She  completed  an  inter- 
nship at  Hoag  Memorial  Hospital,  Newport  Beach, 
California  in  1973  and  Kaiser-Permanente,  Orange, 
California  in  1976.  Dr  Wyckoff  then  completed  an 
obstetrics-gynecology  residency  at  the  University  of 
California,  Irvine  in  1976.  She  practiced  in  Cedar  City, 
Utah,  from  June  1976  to  the  present. 

Dr  Wyckoff  and  her  husband.  Dr  Robert  Sigfrid,  a 
veterinarian,  have  3 children  and  4 grandchildren. 

Hi  H:  Hi  H:  ^ 

Dr  James  MacDougall,  orthopedic  surgeon,  has  joined 
the  Aberdeen  Association  of  Orthopedic  Surgeons  in 
Aberdeen.  He  is  a native  of  Cleveland,  Ohio;  received 
his  medical  degree  at  the  Ohio  State  University  College 
of  Medicine,  Columbus,  Ohio,  in  1985;  he  completed  a 
general  surgery  internship  in  1986  at  the  Ohio  State 
University  Hospitals;  and  an  orthopedic  surgery 
residency  in  1990  at  the  Ohio  State  University 
Hospitals.  He  is  a board  eligible  orthopedic  surgeon. 

The  Medical  Associates  Clinic  in  Vermillion 
announced  that  Charles  Yelverton,  MD  has  joined  their 
staff.  Dr.  Yelverton,  a family  practice  physician,  was 
born  in  Wilkes  Barre,  Pennsylvania.  He  received  his 
medical  degree  from  the  USD  School  of  Medicine 
Vermillion,  in  1980  and  completed  his  family  practice 
internship,  in  1981,  and  his  residency,  in  1984,  at  the 
Camp  Pendleton  Navy  Hospital  in  Califiornia.  After 
serving  in  the  Navy  until  July  1987,  Dr  Yelverton  began 
private  practice,  first  in  Nevada,  Iowa  and  then  in  Estes 
Park,  Colorado  before  returning  to  Vermillion. 

Dr  Yelverton’s  wife,  Barbara,  is  a native  of  Wagner. 
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Future  Meetings 


February 

BURNS,  Holiday  Inn  East,  St.  Paul,  MN,  (three  different 
sessions)  Pain:  Assessment  and  Relief.  P'eb  7.  Fee:  $80.  6.5 
brs  AMA  Category  I credit.  Advanced  Burn  Life  SuuDort 
Pre-Hosnital.  Feb  7.  Fee:  $30.  Hum  Care  Today.  Feb  8.  Fee: 
$95.  7.5  brs  Category  I credit.  Contact:  Registrar,  CME,  St 
Paul-Ramsey  Medical  Center,  640  Jackson  St,  St.  Paul,  MN 
55101. 

* * * 

Advances  in  Clinical  Child  Neurology,  the  8th  Annual  Black 
Hills  Neurology  Seminar,  Holiday  Inn  of  the  Northern  Black 
Hills,  Spearflsh,  SD,  Feb  7-9.  Contact:  K.  Alan  Kelts,  MD, 
Black  Hills  Neurologj , 2929  Fifth  St,  Ste  240,  Rapid  City,  SD 
57701.  Phone: (605) 341-3770. 

* * * 

National  Conference  on  Medically  Undeiseived,  A Call  To 
Action,  J.  VV.  Marriott  Hotel,  Washington,  DC,  Feb  7-9.  Fee: 
$525.  Contact:  National  Conf  on  the  Medically 
Underserved,  American  Osteopathic  Asso,  142  E Ontario  St, 
Chicago,  IL  60611.  Phone:  1-800-237-6821,  ext  528. 

* * * 

Issues  in  Pediatrics  Conference,  Arrowwood  Resort, 
Alexandria,  MN,  Feb  9-10.  8 hrs  AMA  Category  I credit. 
Contact:  Sue  Heinze,  Children’s  Hospital  MeritCare,  720 
Fourth  St,  N,  Fargo,  ND  58122.  Phone:  (701)  234-5737. 

* H: 

Pediatric  Advanced  Life  Suppoil,  Sioux  Valley  Hosp,  Sioux 
Falls,  SD,  (two  day  class)  Feb  14  & Feb  21.  Fee:  $125.  12  hrs 
AMA  Category  I credit.  Contact:  Sioux  Valley  Hosp,  Staff 
Education  Dept,  1100  S Euclid,  Sioux  Falls,  SD  57117-5039. 
Phone:  (605)  333-7027. 

* :ic  * 

Third  Animal  Pennatal  Conference:  Caiing  for  Life,  Mitchell, 
SD,  Feb  21-22.  Fee:  $60.  Contact:  Goldie  Burnham,  Dir  of 
Education,  St.  Joseph’s  Hospital,  Mitchell,  SD  57301.  Phone 
(605)  995-2260  or  FAX  (605)  995-2441. 

March 

Neurology  in  Clinical  Practice,  Telemark  Resort,  Cable,  WI, 
Mar  1-3.  Contact:  Postgraduate  Courses,  Section  of  Cont 
Ed,  Mayo  Clinic/Mayo  Foundation,  Rochester,  MN  55905. 
Phone:  (507)  284-2509  or  Toll  Free  1-800-323-2688. 

Thiiiy  Fiist  Annual  Conference  on  Legal  Medicine,  Westin 
Canal  Place  Hotel,  New  Orleans,  LA,  Mar  6-9.  Fee:  $450. 
Contact:  Am  College  of  Legal  Medicine,  5700  Old  Orchard 
Rd,  First  Floor,  Skokie,  IL  60777-1024.  Phone:  1-800- 
433-9137. 

* * * 

Family  Practice  Today,  Holiday  Inn  East,  St.  Paul,  MN,  Mar 
14-15.  Fee:  $220.  13  hrs  AMA  Category  I credit.  Contact: 
CME,  St.  Paul-Ramsey  Med  Ctr,  640  Jackson  St,  St.  Paul, 
MN  55101.  Plione:  (612)  221-3992. 

H:  * * 

Eleventh  Annual  Occupational  Medicine  Update,  St. 

Paul-Ramsey  Med  Ctr,  St.  Paul,  MN,  Mar  22.  7 hrs  AMA 


Category  I credit.  Contact:  CME,  St.  Paul-Ramsey  Med  Ctr, 
640  Jacl^on  St,  St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 

* * * 

Minnesota  Suigical  Winter  Meeting,  Sheraton  Steamboat 
Resort,  Steamboat  Springs,  CO,  Mar  24-29.  Fee:  $450.  22.5 
hrs  AMA  Category  I credit.  Contact:  Registrar,  CME,  St. 
Paul-Ramsey  Med  Ctr,  640  Jackson  St,  St.  Paul,  MN  55101. 
Phone:  (612)  221-3992. 

* * * 

Adolescent/Pediatnc  Medicine,  Mary  Canning  Mem  Hosp, 
Hastings,  NE,  Mar  27.  Contact:  Center  for  Cont  Educ,  U of 
Neb  Med  Ctr,  600  S 42nd  St,  Omaha  NE  68198-5651.  Phone: 
1-800-228-9630. 

April 

Annual  Obstetncs  & Gynecology  Update,  St.  Paul-Ramsey 
Med  Ctr,  Apr  4-5.  12  hrs  AMA  Category  I credit.  Contact: 
CME,  St.  Paul-Ramsey  Med  Ctr,  640  Jackson  St,  St.  Paul, 
MN  55101.  Phone:  (612)  221-3992. 

# * * 

ENT  Update,  Health  East,  St.  Joseph’s  Hospital,  Apr  5. 7 hrs 
AMA  Category  I credit.  Contact:  CME,  St.  Paul-Ramsey 
Med  Ctr,  640  Jackson  St,  St.  Paul,  MN  55101.  Phone:  (612) 
221-3992. 

* * * 

Eamily  Practice  Review,  U of  Neb  Med  Ctr  Campus,  Omaha, 
NE,  Apr  8-9.  Contact:  CME,  U of  Neb  Med  Ctr,  600  S 42nd 
St,  Omaha,  NE  68198-5651.  Phone:  1-800-228-9630, 

* * * 

Eleventh  Annual  Infectious  Disease  Symposium,  Creighton  U, 
Omaha,  NE,  Apr  12.  AMA  Category  I credit  available. 
Contact:  La  Wayne  Andersen,  CME  Div,  Creighton  U, 
California  at  24th  St,  Omaha,  NE  68178.  Phone 
1-800-548-2633. 

July 

Ninth  Annual  Medical  Seminar,  Plummer’s  Great  Slave  Lake 
Lodge,  Northwest  Territories,  Canada,  July  20-27.  23  hrs 
AMA  Category  I credit.  Contact:  Joseph  Bocklage,  MD,  103 
Oakdale  Med  Ctr,  3366  Oakdale  Ave,  N,  Minneapolis,  MN 
55422.  Phone: (612)  588-9478.  # 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPUNARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  ^dh 
moath,  from  KhOO  am  - 12:00  noon.  Th^e  conferences 
originate  at  the  Sdiool  of  Medidne  in  Sioux  Falls  and  are 
Tideotaped  to  each  School  of  Medicine  location  in  the  state. 


AMERICAN  MEDICAL  TELEVISION  on  the  Discovery 
Channel  every  Sunday  from  9 am  to  11  am.  Central  Stan- 
dard Time.  This  program  shows  the  latest  clinical 
advances,  legislative  and  socioeconomic  news  and  offers 
CME  credit.  For  more  information  call  1-800-6000. 


28 


SOUTH  DAKOTA 


'^■ou  Lh  Da!- n ta 
■ir  d i cinR 
UC'=^F  LIBRARY 
Recf=i'-'ed  on: 


Journa 1 


I > 

^ '^'<f  1 ^X.X.  1 ^ 

South  Dakota 
Foundation  for 
medicol  Core 


IMPLEMENTATION  OF  CHAMPUS  REVIEW 

South  Dakota  Foundation  for  Medical  Care  is  responsible  for  perform- 
ing utilization  and  quality  review  of  the  services  provided  to  hospitalized 
CHAMPUS  beneficiaries  through  a contract  between  CHAMPUS  and 
South  Dakota’s  Peer  Review  Organization.  The  CHAMPUS  contract  is 
for  the  period  of  April  1,  1989  through  March  31,  1992. 

CHAMPUS  stands  for  Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services.  CHAMPUS  beneficiaries  are  usually  (1)  families 
of  active  duty,  retired,  or  deceased  uniformed  service  personnel,  or  (2) 
retired  uniformed  service  personnel. 

SDFMC  will  conduct  the  retrospective  review  process  very  similarly  to 
the  present  Medicare  review  process.  Preauthorization,  however,  is  not 
required  as  part  of  the  CHAMPUS  review. 

If  you  have  any  questions  regarding  this  review,  please  feel  free  to  con- 
tact the  SDFMC  office. 


This  was  originally  printed  in  the  October  1989  issue  of  this  Journal. 
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In  South  Dakota, 

Preventive  Medicine  Has  a New  Name 


The  Doctors’  Company. 

An  established,  responsible  professional  lia- 
bility underwriter  with  a reputation  — and  a 
record  — for  providing  the  most  comprehensive 
coverage  for  our  members. 

Therefore,  we’re  proud  to  welcome  South 
Dakota  physicians  to  The  Doctors’  Company. 

We’re  the  largest  doctor-owned,  doctor-man- 
aged liability  insurer  in  the  nation.  And  our 
rating  — A -f  (Superior)  — by  the  authorita- 
tive independent  analyst  A.M.  Best  Company,  is 


the  industry’s  highest. 

We’ve  pioneered  lower  premiums  in  many 
states.  Our  risk  management  programs  are 
among  the  most  innovative  and  effective  in  the 
country  And  our  retirement  tail  conversion 
credit  provides  up  to  four  years  credit  toward 
free  retirement  tail  when  you  convert  from 
another  claims-made  carrier. 

Get  to  know  us,  South  Dakota.  The  Doctors’ 
Company  The  best  preventive  medicine  you  can 
call.  Toll-free  (800)  252-0512. 


The  Doctors' Company 


The  Doctor-Owiied,  Doctor-Managed  Professional  Liabiliti'  Specitdists, 

Represented  in  South  Dakota  by: 

The  Doctors’  Agency  of  South  Dakota 
(800)  252-0512 
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President's  Page 


Jerome  A.  Eckrich,  Jr,  MD,  President,  South  Dakota  State 
Medical  Association 

Governmental  agencies  on  all  levels  are  attempting 
in  one  way  or  another  to  introduce  a greater  de- 
gree of  "competition"  into  the  American  Healthcare 
Delivery  System.  The  desire  to  curb  costs  has  been  the 
driving  force  behind  various  governmental  efforts  to  in- 
troduce more  competition  without  regard  to  the 
negative  and  deleterious  effects  that  an  excessive  and/or 
inappropriate  degree  of  competition  will  have  on  the 
system. 

For  a long  time  the  professions  were  not  regarded  as 
trades,  and  to  the  extent  that  physicians  and  the  health 
professions  had  a monopoly  on  healthcare  was  widely 
accepted.  More  recently  the  healthcare  enterprise  has 
come  to  be  regarded  as  an  industry  and  medicine  as  a 
trade  within  it.  In  1975,  the  United  States  Supreme 
Court  ruled  that  antitrust  laws  apply  to  the  professions, 
and  in  1982  (Arizona  vs.  Maricopa  County  Medical 
Society)  it  ruled  that  they  apply  specifically  to 
physicians. 

The  Executive  Branch  of  the  Federal  Government 
has  been  actively  promoting  competition  among 
physicians  and  other  healthcare  providers  in  a forlorn 
belief  that  competition  would  reduce  spiraling  costs. 
The  medical  profession  has  more  recently  become  vic- 
timized  by  the  probing  of  the  Federal  Trade 
Commission  and  more  recently  federal  prosecutors  in 
the  Justice  Department  have  begun  to  apply  the  Sher- 
man Antitrust  Act  to  physicians  and  hospitals.  This 


arbitrary  and  heavy-handed  attitude  demonstrates  the 
lack  of  understanding  by  Governmental  promulgators 
of  the  human  and  technological  interdependence  which 
is  becoming  more  pronounced  within  the  medical 
profession  with  rapidly  advancing  technology  and 
specialization.  This  relatively  new  human  and  tech- 
nological interdependence  engenders  greater  amounts 
of  specialization  which  in  turn  brings  about  more  inter- 
dependence and  more  technological  complexity  in  the 
society  as  a whole.  Excessive  and/or  inappropriate 
competition  whether  in  health  care  or  anywhere  else, 
introduces  friction  and  hostility  which  always  results  in 
a loss  of  efficiency  and  higher  costs.  There  is,  therefore, 
reason  to  believe  that  the  current  emphasis  on  competi- 
tion in  health  care  may  be  less  than  desirable  and  may 
actually  be  counterproductive  since  the  real  need  may 
be  for  just  the  opposite,  that  is,  more  cooperation,  col- 
laboration, and  coordination  within  the  system  if 
efficiency  is  ever  to  be  improved  and  costs  reduced. 

One  may,  therefore,  seriously  question  whether  the 
interventions  now  being  undertaken  by  the  FTC  and 
Justice  Department  will  simply  introduce  more  friction 
and  higher  costs  into  the  system  and,  therefore,  in  the 
long  run  prove  more  destructive  than  productive.  As 
the  whole  of  society,  and  the  hecdthcare  system  within  it 
takes  on  this  new  interdependence  and  complexity,  it 
appears  that  too  much  regulation  and  too  much  com- 
petition mandated  and  enforced  by  law  will  probably 
not  provide  satisfactory  answers  to  the  problems  con- 
fronting those  who  deliver  and  finance  health  care  in 
this  country. 

Perhaps  it  is  time  to  seriously  reevaluate  the  effect  of 
governmentally  enforced  competition  in  the  healthcare 
delivery  system  before  it  seriously  and  irreversibly 
damages  the  es.sential  human  and  technological  inter- 
dependence in  a system  that  has  demonstrably  been 
able  to  provide  the  best  health  care  the  world  has  ever 
known.  # 
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EDUCATION  TAKES 
MONEY 

— Lots  and  Lots  of  Money — 

The  primary  purpose  of  the  South  Dakota  Medical 
School  Endowment  Association  is  to  provide  low 
interest  (6%)  loans  to  medical  students  who  are 
attending  the  University  of  South  Dakota  School  of 
Medicine.  In  the  past  few  years  we  have  increased 
available  loan  money  from  $25,000  to  $70,000  for 
1 990-9 1 . Student  needs  are  increasing  each  year, 
reflected  by  the  increase  in  the  number  of  loans 
from  14  to  nearly  80.  More  contributions  are 
needed  to  ensure  continued  growth  in  our  loan 
assistance. 


WE  NEED  YOUR  HELP 


All  contributions  are  used  to  provide  loans  to  South  Dakota’s 
medical  students  unless  you  specify  otherwise. 

Please  send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Avenue 
Sioux  Faiis,SD  57105 
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Mesenteric  Venous  Thrombosis: 

Ten  Year  Record  Review  and  Evaluation  of 
Difficulties  with  the  ICD  Coding  System 


Edward  J.  S.  Picardi,  MD^ 

'y 

James  B.  Peoples,  MD“ 


ABSTRACT 

A 10-year  retrospective  review  of  mesenteric  venous  thrombosis  was  accomplished  in  one  metropolitan  city.  This 
paper  discusses  14  patients  with  a confirmed  diagnosis  of  mesenteric  venous  thrombosis.  This  review  also  yielded 
an  important  realization  of  an  inadequacy  of  the  International  Classification  of  Diseases,  9th  edition  in  coding  for 
mesenteric  venous  thrombosis.  This  paper  discusses  this  difficulty  in  the  International  Classification  of  Diseases. 


INTRODUCTION 

Of  all  the  vascular  emergencies  of  the  gastrointes- 
tinal tract,  mesenteric  venous  thrombosis  is  one 
of  the  least  common  and  least  understood.  This  paper 
discusses  a 10-year  retrospective  study  in  one 
metropolitan  city,  reviews  literature  on  mesenteric 
venous  thrombosis  and  discusses  some  of  the  reasons 
this  entity  is  so  misunderstood. 

Materials  & Methods: 

A 10-year  city-wide  retrospective  medical  chart 
review  was  accomplished  in  Dayton,  Ohio.  All  charts 
within  the  last  ten  years  which  were  coded  for 
mesenteric  venous  thrombosis  or  vascular  insufficiency 
of  the  intestine  (acute  and  chronic)  were  reviewed.  In 
all,  427  charts  were  reviewed.  Of  all  charts  reviewed, 
14  charts  had  a confirmed  diagnosis  of  mesenteric 
venous  thrombosis  either  by  operative  finding, 
radiographic  evidence  or  post-mortem  examination.  In 
the  14  charts  with  a confirmed  diagnosis  of  mesenteric 
venous  thrombosis  the  following  items  were  identified: 
age,  sex  present  or  recent  hospitalizations,  presenting 
symptoms  and  duration  of  symptoms,  concomitant  ill- 
ness, and  laboratory  data. 

Results: 

Upon  the  initiation  of  the  record  review  it  was  quick- 
ly realized  that  the  review  of  charts  with  a coded 
diagnosis  of  mesenteric  venous  thrombosis  was  not  in- 


1.  General  Surgeon,  Ellsworth  AFB,  Rapid  City,  SD. 

2.  Director,  Wright  State  Integrated  Surgical  Residency, 
Wright  State  University,  Dayton,  OH. 


elusive  of  all  patients  who  actually  had  a diagnosis  of 
mesenteric  venous  thrombosis.  It  was  therefore  deter- 
mined, in  order  to  have  a more  inclusive  patient  review, 
all  charts  with  a diagnosis  of  mesenteric  venous  throm- 
bosis and/or  diagnosis  of  vascular  insufficiency  of  the 
intestine  (acute  and  chronic)  needed  review. 

The  10-year  retrospective  record  review  yielded  427 
charts  with  a possible  diagnosis  of  mesenteric  venous 
thrombosis.  Fourteen  patients,  mean  age  of  67  years, 
were  identified  as  having  a confirmed  diagnosis  of 
mesenteric  venous  thrombosis  either  radiographically, 
surgically  or  by  post-mortem  examination.  The  mor- 
tality rate  was  57%.  Seventy-eight  percent  of  the 
patients  presented  with  pain,  nausea,  vomiting  and 
leukocytosis.  Only  36%  of  patients  presented  with 
guaiac  positive  stools  or  hypovolemic  shock.  (Figure  1) 

Important  findings  among  the  14  patients  identified 
were  that  43%  of  the  patients  were  already  inpatients 
or  had  been  discharged  from  the  hospital  within  two 
weeks  of  their  present  admission.  All  14  patients  had 
at  least  one  other  disease  entity,  most  commonly  throm- 
bophlebitis, atherosclerotic  heart  disease  or  congestive 
hecU't  failure. 

Retrospective  evaluation  of  the  laboratory  data 
demonstrated  a leukocytosis  in  almost  all  patients.  No 
other  laboratory  determination  was  significantly  al- 
tered. 

In  the  evaluation  of  the  427  charts  with  a possible 
diagnosis  of  mesenteric  venous  thrombosis,  323  charts 
were  excluded  from  the  study.  Eighty-one  charts  were 
found  to  have  an  ischemic  event  other  than  mesenteric 
venous  thrombosis.  Seventy-six  charts  with  a diagnosis 
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of  mesenteric  venous 
thrombosis  were 
found  to  be  presump- 
tive diagnoses  without 
any  positive  verifica- 
tion. One  hundred 
thirty-two  charts  had 
such  advanced  disease 
findings  that  the  etiol- 
ogy of  the  infarcted  or 
gangrenous  bowel 
could  not  be  ascer- 
tained from  the 
operative  report  or 
the  post-mortem  ex- 
a m i n a t i o n . 

Thirty-four  charts  had 
a confirmed  diagnosis 
of  mesenteric  throm- 
bosis but  did  not  have 
adequate  description 
of  the  findings  to  as- 
certain whether  the 
etiology  was  venous  or 
arterial. 

One  hundred  four 
charts  were  therefore  left  for  evaluation  and  90  of  these 
charts  were  found  not  to  have  mesenteric  venous 
thrombosis. 


Venous  Thrombosis  Coding  in  the  International 
Classification  of  Diseases,  9th  edition 

452  Portal  vein  thrombosis 

453  Other  venous  embolism  and  thrombosis 

453.0  Budd-Chiari  syndrome 

453.1  Thrombophlebitis  migrans 
453 J Of  vena  cava 

453 J Of  renal  vein 

453.8  Of  other  specified  veins 

Excludes  cerebral  (434.0-434.9) 
coronaiy  (410.0-410.9) 
intracranial  venous  sinus  (325) 
nonpyogenic  (437.6) 
mesenteric  (557.0) 
portal  (452) 

precerebral  (433.0-433.9) 
pulmonary  (415.1) 

Figure  2 

International  Classification  of  Diseases  9th  edition  on 
Venous  Thrombosis 


In  this  single  review  of 
427  records,  depending 
on  how  one  selects  the 
populations,  the  in- 
cidence of  mesenteric 
venous  thrombosis  can  be 
determined  as  being  3%, 
4%,  6%,  10%,  or  13%. 
Considering  the  large 
number  of  records  ex- 
cluded from  the  review, 
this  researcher  is  hesitant 
to  relate  any  statistical 
meaning  to  the  14 
patients  actually  yielded 
by  the  study.  This  review 
did,  however,  yield  an  im- 
portant contribution  in 
identifying  a deficit  in  the 
way  medical  records  are 
coded  which  does  not  ap- 
pear to  be  improving  with 
the  newer  coding  system 
(International  Classifica- 
tion of  Diseases,  9th 
edition). 

Using  the  ICD  9th  edition,  a chart  coded  as  a 
mesenteric  venous  thrombosis  would  be  referenced  to 
Code  452  (Portal  Vein  Thrombosis)  or  453  (Other 
Venous  Thrombosis)  as  seen  in  Figure  2.  Since  a por- 
tal vein  thrombosis  is  a different  pathologic  entity  than 
mesenteric  venous  thrombosis  the  only  option  is  to 
reference  Other  Venous  Thrombosis.  Under  the  sub- 
heading of  Other  Venous  Thrombosis  one  finds  the 
subcategory  of  453.8  (venous  thrombosis  of  other 
specified  veins)  which  includes  the  category  of  557.0 
(Mesenteric  Thrombosis).  However,  as  seen  in  Figure 
3,  if  one  refers  to  557.0,  one  finds  arterial  pathology. 
Therefore,  there  is  no  place  in  the  ICD  9th  edition 
where  a mesenteric  venous  thrombosis  can  be  accurate- 
ly and  correctly  coded. 

If  mesenteric  thrombosis  is  simply  coded,  the  as- 
sumption is  that  of  an  arterial  occlusion  and  the  chart 
is  categorized  with  any  other  cause  of  ischemic  bowel. 
This  difficulty  in  the  coding  was  realized  early  in  the 
retrospective  review  by  this  researcher.  It  was  there- 
fore necessary  to  review  all  charts  which  have  codes 
452,  453,  453.8,  557.0,  557.1,  557.9.  This,  therefore, 
produced  a large  number  of  charts  which  were  unre- 
lated to  the  entity  in  questions.  (Figure  4) 

DISCUSSION 

History: 

The  first  published  report  of  a mesenteric  vessel  oc- 
clusion was  in  1843  by  Tiedenmann.^  In  1895,  J.  W. 
Elliott^  gave  a vivid  operative  description  of  the  bowel 
appearance  and  pathologic  examination  of  a 


Patient  Data  Analysis 

DATA 

Number  patients: 

14  (6  male,  8 female) 

Deaths: 

8 (4  male,  4 female) 

Mean  Age: 

67  4;  12  years  (range  40  to  89  years), 

Symptom  Duration: 

7 days  +.  7 (range  1 to  28  days) 

Inpatients: 

3 

Discharged  within  2 weeks: 

3 

Symptoms: 

Hypovolemic  shock 

4 

Pain 

11 

Nausea 

11 

Vomitus 

10 

Febrile 

6 

Heme  positive  stool 

5 

Laboratory  Data: 

Mean  WBC: 

19,000/cc +.  6,000/cc 

Initial  pH 

(range  9,000/cc  to  32,000/cc) 

13A  +.  0.11, 

Hb>  11.0  gm/lOOcc 

12  patients 

Figure  1 
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Vascular  Insufficiency  of  the  Intestine  Coding  in  the- 
International  Classification  of  Diseases,  9th  edition 

557  Vascular  iosufflciency  of  intestine 

557.0  Acute  vascular  insufficiency  of  intestine 
Acute: 

Hemorrhagic  enterocolitis,  ischemic  colitis, 
enteritis,  massive  necrosis  of  intestine 
Bowel  infarction 
Embolism  of  mesenteric  artery 
Fulminant  enterocolitis 
Hemorrhagic  necrosis  of  intestine 
Intestinal  gangrene 
Intestinal  infarction 

Mesenteric  infarction  (embolic)  (thrombotic) 
Terminal  hemorrhagic  enteropathy 
Thrombosis  of  mesenteric  artery 

557.1  Chronic  vascular  insufficiency  of  intestine 
Angina,  abdominal 

Chronic  ischemic  colitis,  enteritis 
Ischemic  stricture  of  intestine 
Mesenteric: 

Angina 

Artery  syndrome  (superior) 

Vascular  insufficiency 

SSI 3 Unspecified  vascular  insufficiency  of  intestine 
Alimentary  pain  due  to  vascular  insufficiency 
Ischemic  colitis,  enteritis,  or  enterocolitis 


Figure  3 

International  Classification  of  Diseases,  9th  edition  on 
Vascular  Insufficiency  of  the  Intestine 

Analysis  of  Charts  Reviewed  in  Retrospective  Study 

Charts  reviewed: 

427 

Confirmed  diagnosis  of  mesenteric 

venous  thrombosis 

14 

Charts  excluded  h'om  study: 

Ischemic  bowel  unrelated  to 

mesenteric  venous  thrombosis 

81 

Presumptive  diagnosis  - unconfirmed 

76 

Mesenteric  Thrombosis  - unable  to 

determine  arterial  vs.  venous 

34 

Severe,  advanced  pathology  with 

etiology  undetermined 

132 

Figure  4 

Analysis  of  Charts  Reviewed  in  Retrospective  Dayton  Study 


mesenteric  venous  thrombosis.  The  discussion  of 
mesenteric  venous  thrombosis  as  a distinct  cause  of  in- 
testinal infarction  was  published  independently  in  1935 
both  by  Warren  and  Eberhard^  and  by  Donaldson  & 
Stout'^. 

Though  realized  over  a century  ago,  the 


misunderstood  nature  of  mesenteric  venous  throm- 
bosis is  reflected  in  the  wide  range  of  incidences  and 
mortality  reported  in  the  literature.  To  this  date,  this 
author  is  aware  of  only  one  experimental  study  to  define 
a reproducible  animal  model  for  a mesenteric  venous 
thrombosis.^  The  incidence  of  mesenteric  venous 
thrombosis  as  a percentage  of  cases  of  intestinal  is- 
chemia ranges  in  the  literature  from  3%^  to  45%^. 
Mortality  rates  have  been  reported  as  ranging  from 
zero  to  80%'^' 

The  difficulty  in  understanding  mesenteric  venous 
thrombosis  is  due  to  many  factors.  The  population  at 
risk  is  usually  in  the  sixth  and  seventh  decades.^  The 
condition  is  usually  associated  with  other  disease  en- 
tities,most  commonly  thrombophlebitis,*' 
atherosclerotic  heart  disease*^  and/or  congestive  heart 
failure,  and  cirrhosis.  A positive  history  of  thromboph- 
lebitis was  reported  in  45%  of  patients  in  one  study. 
Sepsis,  trauma,  neoplastic  and  thrombotic  disorders 
have  also  been  associated  with  mesenteric  venous 
thrombosis.*"*  Evaluation  of  recurrent  mesenteric 
venous  thrombosis  has  been  associated  with  an  even 
higher  percentage  of  over  50%  of  cases  with  prior 
thrombophlebitis.*^  In  the  instance  of  post-surgical 
recurrences  of  mesenteric  venous  thrombosis,  60%  oc- 
curred at  the  prior  anastomosis  site.*^ 

The  symptoms  range  from  being  asymptomatic^’*^  as 
seen  in  the  3785  autopsies  studied  by  Schmidt  & 
Schmidt***  to  being  abdominal  catastrophes.**  In  most 
cases,  the  symptoms  are  nonspecific  and  vary  in  time 
duration.  Not  uncommonly,  prior  to  the  onset  of  an 
acute  event,  the  patient  experiences  diffuse,  non- 
specific abdominal  discomfort,  anorexia  and  nausea, 
possibly  with  an  alteration  in  bowel  habit.  These 
symptoms  can  last  hours  to  weeks  before  the  symptoms 
are  severe  enough  to  seek  medical  attention. **’*^’*^ 
Even  when  medical  attention  is  obtained,  the  lack  of 
distinguishing  findings  can  often  delay  surgical  inter- 
vention.*^ The  finding  of  abdominal  distention  or 
melena  depends  on  the  severity  of  the  staging.  ’ This 
delay  in  surgical  intervention  is,  in  part,  reflected  in  the 
wide  range  of  reported  operative  mortality  ll%-80%.*^ 

To  be  included  in  a retrospective  review  a confirmed 
diagnosis  of  mesenteric  venous  thrombosis  must  ob- 
viously be  made,  either  radiograohically,  surgically  or 
by  post-mortem  examination.^  This  immediately 
skews  the  population  by  eliminating  asymptomatic 
patients  and  presumptive  diagnoses.  Since  the  in- 
cidence of  asymptomatic  patients  is  still  unknown^*  it 
is  erroneous  to  give  statistical  evaluations  of  the  overall 
population  of  patients  who  develop  mesenteric  venous 
thrombosis.  The  presumptive  diagnoses,  unfortunate- 
ly, not  only  include  those  patients  who  present  to  the 
emergency  room  with  an  abdominal  catastrophe  for 
which  no  resuscitative  measures  are  attempted  nor 
autopsy  obtained  but  also  include  those  debilitated 
patients  with  prolonged,  critical  illness  and  multiple 
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organ  system  failure  who  either  did  not  receive  an 
autopsy  or,  because  of  the  complexity  of  the  pathology, 
could  not  have  mesenteric  venous  thrombosis  con- 
firmed on  post-mortem  examination.  This  is 
particularly  unfortunate  because  it  is  precisely  this  type 
of  protracted,  critically  ill  patient  who  most  likely 
develops  mesenteric  venous  thrombosis,  as  was  cUni- 
cally  suspected  by  the  involved  clinician  but  not 
pathologically  confirmed.  This  fact  is  reflected  in  this 
study  by  the  relatively  small  number  of  confirmed 
patients  in  the  study  who  presented  with  hypovolemic 
shock  and  the  relatively  small  number  of  confirmed 
diagnoses  among  inpatients. 

The  population  is  also  skewed  by  giving  a false 
presentation  of  100%  non-operative  mortality. 

Had  a patient  survived  non-operative  management,  no 
specimen  would  have  been  obtained,  the  diagnosis 
therefore  was  unconfirmed,  and  the  patient  would 
therefore  be  excluded  from  the  study.^^ 

In  the  diagnosis  of  mesenteric  thrombosis  the  pos- 
sibility exists  that  the  initial  event  cannot  be  determined 
as  being  primarily  venous  or  arterial.  This  is  either  due 
to  advanced  pathology  or  inadequate  description  and 
documentation.  This  difficulty  has  been  noted  by 
several  authors.^"* 

Compounding  the  difficulties  faced  by  the 
pathophysiology  of  mesenteric  venous  thrombosis  is 
the  difficulty  faced  in  the  inadequate  coding  system. 
Not  having  a specific  coding  for  mesenteric  venous 
thrombosis,  it  is  unlikely  a review  can  be  inclusive  un- 
less a large,  redundant  and  nonspecifie  search  is 
attempted.  Unless  a more  accurate  method  of  coding 
is  adopted,  those  cases  most  likely  to  have  mesenteric 
venous  thrombosis,  namely  the  prolonged,  multi-organ 
system  cases,  are  most  hkely  to  be  missed. 


CONCLUSION 

This  review  has  demonstrated  that  the  present  system 
of  medical  record  coding  is  inadequate  with  regard  to 
mesenteric  venous  thrombosis.  Unless  a better  method 
for  diagnosis  and  recording  is  adopted,  the  incidence 
and  management  of  mesenteric  venous  thrombosis  will 
never  be  understood.  Changes  are  necessary  by  the 
physician  and  the  medical  record  technologists. 

The  physician  must  maintain  a high  degree  of 
suspicion  and  strive  for  documented  evidence  once 
mesenteric  venous  thrombosis  is  suspected.  The  sur- 
geon and  pathologists  must  not  limit  their  documented 
findings  simply  to  a declaration  of  ischemic  bowel. 
They  must  strive  to  explain  the  mechanism  which 
resulted  in  their  findings,  whether  venous  or  arterial, 
whether  embolic  or  thrombotic.  All  physicians  in- 
volved with  the  care  of  a critieal  patient  must  keep  high 
rapport  with  the  family  members  so  that  a high  percent- 
age of  post-mortem  examination  requests  will  be 
granted. 


All  reviews  of  this  disease  have  a skewed  population, 
however  those  studies  and  case  histories  with  an  im- 
proved survival  apparently  relate  to  an  early  suspicion 
of  the  disease  entity,  aggressive  utilization  of  visceral 
angiography,^  D^plar  ultrasound,^^'^^  abdominal 
scintiangicwraphy,  CAT  Scans^^  and  peritoneal 
lavage.^  ^ Even  with  this  aggressive  testing,  the 
diagnosis  of  mesenteric  venous  thrombosis  preopera- 
tively  was  only  made  in  a minority  of  cases. 

Optimum  surgical  management  has  not  yet  been 
clarified  but  early  intervention,  thromboembolectomy, 
bowel  resection  when  indicated  and  the  decision  for  a 
second  look  operation,possibly  combined  with  an- 
ticoag^ulation  has  been  shown  to  be  of  some 
value.^’^'3' 
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...there  may  be  bronchitis 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  intections  due  to 
susceptible  strains  of  indicated  organisms 


"Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
Immune  functions, 
alterations  directly 
predispose  smokers  to 
respiratory  tract  Infection.” 

Am  Fam  Phys  1987:36:133-140 


Brfef  Samnary. 

Consatt  ttw  paA^  Rteratare  tar  imsGffetog  laformatioa. 
iBflteatkHi:  lower  respifatory  infections,  includtno 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  Influenzae,  and  Streptococcus  pyogenes 
(group  A p-bemolytlc  streptococci). 

CoBtraWIcatkw:  Known  allergy  to  cephalosporins. 
Warslngs:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY,  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  coiius  has  been  reported  with 
virtually  alt  broad-^trum  antibiotics.  It  must  be  con- 
sirtered  in  difterential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Piecautems: 

• Oiscontinoe  Ceclor  in  the  event  ol  allergic  reactions  to  it, 

• Proloitged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  ce^alosporins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  nmrtedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
Impairment  are  usually  not  required,  careful  clinical 
observation  and  latoratory  studies  should  be  made, 

• Broad-sprarum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointesBnal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
preffiaticy,  lactation,  and  infants  less  than  one  month 
old,  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include; 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  seram-sicImess-Hke  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accom^nied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serun-slckness-ilke 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  wittr  Ceclor.  Such  reactions  have  been 
reported  more  frequemiy  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
witiiin  a few  days  after  cessation  of  the^;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  ol 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  amibiotic  treatment. 

• As  with  some  peniciliins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversibte  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  sonmotence  have 
been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  va^nitis, 
less  than  1%  and,  rarety,  thrombocytopenia  and  reversible 
interstitial  nephritis, 

A^ormalities  in  laboratory  results  of  uncertain  etiolo®. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropemia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Cedor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test 

• False-positive  tests  tor  urinary  glucose  wWt  tenediefs 
or  FehlingS  solution  and  Cllnite^  tablets  but  not  with 
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Body  Substance  Isolation  - 
An  Emerging  Concept 

John  F.  Barlow,  MD,  Editor 

The  goals  of  infection  control  in  hospital  and 
healthcare  facilities  has  always  been  the  preven- 
tion of  transmission  of  disease  or  potentially  dangerous 
organisms  from  one  patient  to  another  or  from  patients 
to  healthcare  personnel  (HCP).  After  the  introduction 
of  antibiotics  the  major  emphasis  was  on  prevention  of 
transfer  of  pathogens  between  patients,  but  the  arrival 
of  Human  Immunodeficiency  Virus  (HIV)  on  the  scene 
in  the  last  decade  has  focused  more  concern  relative  to 
acquisition  of  disease  by  HCP.  This  has  occurred  in 
spite  of  the  fact  that  parenterally  transmitted  viral 
hepatitis  (Hepatitis  Band  C)  has  been  clearly 
demonstrated  to  be  a hazard  of  health  related  occupa- 
tions before  AIDS. 

Traditionally,  hospitals  in  particular  have  used 
disease  category  isolation  or  precaution  procedures  to 
prevent  nosocomial  disease  e.g.  - enteric,  respiratory, 
contact,  blood  and  body  fluid  categories,  each  with  a 
special  protocol  of  actions.  The  Center  for  Disease 
Control  (CDC)  in  Atlanta  even  promoted  alternative 
disease  specific  isolation  or  precaution  procedures  in 
recognition  of  the  fact  that  all  infectious  diseases  could 
not  be  nicely  fitted  into  broad  categories.  Either  of 
these  approaches,  however,  required  prior  recognition 
of  the  presence  of  pathogens  before  isolation  proce- 
dures could  be  instituted  so  that  often  neither  the 
patient  nor  HCP  were  protected.  In  addition  the  pro- 
cedures of  isolation  tended  to  separate  the  patient  from 
care  givers  and  were  time  consuming  and  difficult  to 
follow. 

When  HIV  became  prominent  and  the  threat  of 
parenterally  transmitted  hepatitis  was  appreciated,  at- 
tention was  mainly  given  to  prevention  of  the  spread  of 
blood  borne  pathogens.  This  led  to  so  called  "univer- 
sal" precautions,  which  recognized  the  important  fact 
that  the  greatest  danger  to  patients  and  HCP  alike  was 
the  patient  whom  you  did  not  know  carried  pathogenic 
organisms.  The  concept  that  blood  and  some  other 
body  fluids  such  as  seminal  fluid  and  vaginal  secretions 
from  any  patient  could  be  dangerous  was  a great  step 
forward.  Unfortunately,  the  emphasis  was  entirely  on 
parenterally  transmitted  HIV  and  hepatitis  viruses. 
Body  substances  such  as  feces,  sputum  or  other  body 
fluids  not  grossly  contaminated  with  blood  were  ig- 
nored. Obviously  all  the  above  can  be  a source  of  a wide 
variety  of  disease  producing  organisms.  There  was 
some  recognition  of  this  fact  because  there  were 
separate  procedures  for  respiratory  isolation. 
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Body  substance  isolation  (BSI)  avoids  designating 
specific  "isolation"  patients,  emphasizes  the  infection 
potential  of  all  moist  body  substances  of  all  patients  and 
specifies  exactly  what  precautions  arc  to  be  used  on  all 
patients. 

The  major  problem  is  to  first  convince  HCP  of  the 
validity  of  the  concept  and  then  motivate  them  to  adopt 
the  necessary  actions  to  make  BSI  work. 

To  understand  BSI  one  must  realize  that  the  word, 
body  substance,  should  replace  body  fluid  and  the  term 
"isolation"  is  appropriate  in  that  all  patient  body  sub- 
stances are  to  be  isolated  from  HCP  and  other  patients. 
BSI  is  accomplished  by  donning  clean  gloves  just  before 
contact  with  mucous  membranes  or  with  non-intact 
skin  of  all  patients.  Gloves  must  be  changed  between 
patients  and  sometimes  between  activities  on  the  same 
patient.  Thus,  the  dual  purpose  of  protecting  patients 
from  cross  infection  via  hand  carriage  from  micro- 
organisms and  personnel  from  acquisition  of  agents  in 
the  patient’s  blood  or  moist  body  substances  is  ac- 
complished. 

Hand  washing  is  indicated  when  hands  are  soiled  and 
before  each  new  patient  contact. 

Judgement  is  necessary  by  HCP  because  often  gowns 
or  plastic  aprons,  masks,  goggles  or  protective  eye  wear, 
hair  covers  and  shoe  covers  may  be  necessary  in  situa- 
tions such  as  trauma  surgery. 

An  integral  part  of  BSI  is  proper  handling  of  sharps 
and  needles  which  are  placed  in  puncture  resistant  con- 
tainers. Needles  are  only  resheathed  by  recapping 
devices. 

Laboratory  specimens  from  all  patients  are  treated 
as  if  they  were  infectious.  Handling  and  reprocessing 
practices  are  uniform  for  all  articles  and  equipment 
used  on  all  patients.  Soiled  reusable  articles  are 
transported  in  plastic  bags  or  rigid  containers. 

Soiled  linen  is  bagged  securely  before  transport  and 
laundry  workers  wear  gloves  and  gowns  to  sort  all  soiled 
linen. 

Trash  is  transported  in  plastic  bags.  Trash  from  the 
laboratory,  pathology  sharps  and  fluid  filled  containers 
are  autoclaved  before  being  transported  to  the  landfill. 

Private  rooms  are  still  necessary  for  patients  with  dis- 
eases communicable  by  the  airborne  route  e.g.  - 
tuberculosis,  meningococcal  disease.  A "STOP"  sign  is 
put  by  the  doorway  and  masks  must  be  worn  in  the 
patient’s  room.  One  controversial  point  is  whether 
even  patients  known  to  have  communicable  disease 
such  as  HIV  or  viral  hepatitis  should  be  designated  by 
signs.  If  BSI  is  followed  correctly,  it  should  not  be 
necessary. 
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Implementing  BSI  requires  all  HCP  to  develop  a 
philosophic  change  and  also  alter  estabhshed  basic 
complex  practices  and  habits.  After  the  key  com- 
ponents of  the  program  are  identified  and  support  from 
the  medical  staff  and  administration  is  obtained,  educa- 
tion materials  must  be  developed  to  provide  inservices 
to  create  attitudes  to  motivate  change.  Lastly,  evalua- 
tion and  monitoring  to  determine  if  compliance  with 
BSI  has  taken  place  is  mandatory. 

The  literature  does  suggest  that  BSI  does  reduce 
nosocomial  infection  in  patients  and  HCP.  However, 
further  documentation  is  necessary.  When  one  con- 
siders that  BSI  is  more  logical,  more  effective  and 
certainly  less  cumbersome  than  present  systems,  BSI 
should  make  hecdthcare  facilities  a less  dangerous  place 
to  work  and  inhabit.  # 
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About  Our  New  Editors 


Two  new  editors  have  been  appointed  for  the 
SOUTH  DAKOTA  JOURNAL  OF  MEDICINE. 
Drs  John  F.  Barlow  from  Rapid  City  and  Jerome  W. 
Freeman  from  Sioux  Falls  will  be  working  together  as 
co-editors.  Both  of  these  physicians  have  been  actively 
involved  in  the  Journal  for  many  years.  Dr  Freeman  has 
contributed  many  articles  for  publication.  Dr  Barlow 
was  the  pathologist-editor  for  the  Clinicopathological 
Conference  articles  which  appeared  in  this  Journal  for 
almost  20  years. 

i 

John  Ford  Barlow,  MD  is  a pathologist  at  the  Clinical 
Laboratory  of  the  Black  Hills  and  Rapid  City  Regional 
Hospital.  He  was  born  in  Glen  Ridge,  New  Jersey.  He 
completed  his  undergraduate  training  and  two  years  of 
medical  school  at  Dartmouth  College  in  Hanover,  New 
Hampshire,  1951-1956,  and  received  his  MD  degree 
from  Harvard  Medical  School,  Boston,  in  1958.  He 
then  completed  an  internship  at  Mary  Imogene  Bassett 
Hospital  in  Cooperstown,  New  York,  1958-1959,  and 
obtained  his  pathology  residency  at  Massachusetts 
General  Hospital  in  Boston,  1959-1963. 

He  was  an  instructor  in  pathology  at  Harvard  Medi- 
cal School  from  1962-1963  and  has  been  a Professor  of 
Clinical  Pathology  at  USD  School  of  Medicine  since 
1969.  In  1963,  he  was  certified  by  the  American  Board 
of  Clinical  Pathology  and  Anatomical  Pathology;  cer- 
tified in  Nuclear  Medicine  in  1972;  and  certified  in  the 
subspecialty  of  Microbiology  in  1980. 

‘ Dr  Barlow  served  two  years  (1963-1965)  in  the  U.S. 
Army  stationed  at  Fort  Bragg,  North  Carolina,  where 
he  was  a practicing  pathologist  at  Womack  Army 
Hospital.  He  obtained  the  rank  of  Captain.  He  came 
i to  Sioux  Falls  in  1965  and  practiced  at  Sioux  Valley 
Hospitcil  and  the  Laboratory  of  Clinical  Medicine  until 
I 1984,  at  which  time  he  moved  to  Rapid  City. 

I He  belongs  to  many  professional  societies  such  as: 
the  AMA;  South  Dakota  State  Medical  Association  (he 
is  an  alternate  councilor  for  the  Ninth  District  and  ser- 
ves on  the  Commission  on  Legislation  and 
Governmental  Relations);  Ninth  District  Medical 
: Society  (immediate  past  president);  a Fellow  in  the 
, American  Society  of  Clinical  Pathologists;  a Fellow  in 
the  College  of  American  Pathologists;  SD  Society  of 
Pathologists;  American  Society  of  Nuclear  Medicine; 
American  Society  of  Microbiology;  American  Society 
of  Apheresis;  and  American  Association  of  Blood 
Banks.  He  is  past  chairman  of  the  Subsection  of 
Pathology’s  North  Central  Ccmcer  Treatment  Group. 
He  is  a recent  past  president  of  the  Rapid  City  Regional 
Hospital  Medical  Staff. 

Dr  Barlow  enjoys  hiking,  skiing,  photography  and 
reading.  He  and  his  wife,  Anne,  have  two  children. 


Jerome  William  Freeman,  MD,  neurologist  at 
Neurology  Associates,  PC  in  Sioux  Falls.  He  was  born 
in  Minneapolis,  Minnesota.  He  graduated  from 
O’Gorman  High  School,  Sioux  Falls,  received  his 
undergraduate  training  at  St.  John’s  University, 
Collegeville,  Minnesota,  1966-1969,  and  Augustana 
College,  Sioux  Falls,  1969-1970.  After  receiving  his 
medical  degree  at  the  University  of  Utah  School  of 
Medicine  in  1974,  Dr  Freeman  completed  an  internal 
medicine  residency  at  the  University  of  Missouri  at 
Kansas  City  School  of  Medicine  in  1976;  a neurology 
residency  at  University  of  Kansas  School  of  Medicine 
in  June  1979;  and  in  1984  obtained  a M.S.S.  (Masters  of 
Selected  Studies  - Biomedical  Ethics)  at  the  University 
of  South  Dakota. 

Dr  Freeman  is  a diplomate  of  the  National  Board  of 
Medical  Examiners,  1975;  diplomate  of  the  American 
Board  of  Internal  Medicine,  1977;  and  diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology,  1982. 
He  is  a Fellow  of  the  American  College  of  Physicians;  a 
member  of  the  American  Academy  of  Neurology;  the 
AMA;  the  South  Dakota  State  Medical  Association;  the 
Seventh  District  Medical  Society;  and  the  Society  of 
Non-Invasive  Vascular  Technology. 

Some  of  the  administrative  positions  Dr  Freeman  has 
held  are:  director.  Center  of  Biomedical  Ethics,  Sioux 
Valley  Hospital,  Sioux  Falls,  from  1987  to  present;  Ad- 
visory Council,  National  Multiple  Sclerosis  Society, 
Dakota  Chapter,  1987  to  present;  Board  of  Directors, 
United  Cerebral  Palsy  of  South  Dakota,  Inc.,  1987  to 
1990;  director.  Medical  Education,  Sioux  Valley  Hospi- 
tal, June  1986  to  present;  member  of  the  Commission 
on  Medical  Service,  SDSMA  (chairman,  1986-1988); 
president.  Seventh  District  Medical  Society  in  1986. 

While  completing  his  neurology  residency  at  the 
University  of  Kansas,  Dr  Freeman  was  Clinical  Assis- 
tant Professor  of  Internal  Medicine,  University  of 
Missouri  at  Kansas  City.  Since  returning  to  Sioux  Falls, 
he  has  taught  several  courses  in  Ethics  and  Bioethics; 
Biomedical  Ethics;  and  Medicine  and  Literature  at 
both  Augustana  College  and  the  University  of  South 
Dakota  (USD).  He  became  clinical  assistant  professor 
of  Neurology  at  the  USD  School  of  Medicine  in  1980. 
Currently  he  is  clinical  professor  of  Medicine  at  the 
USD  School  of  Medicine.  In  1975,  he  received  an 
award  as  Outstanding  House  Officer  at  the  University 
of  Missouri  at  Kansas  City;  USD,  Department  of  Inter- 
nal Medicine  Chairman’s  Award  for  Special 
Achievement  in  Education,  1988-1989;  and  USD  Facul- 
ty Recognition  Award  for  Outstanding  Contributions  in 
Medical  Education,  1989. 

Dr  Freeman  and  his  wife,  Mary,  and  son,  Jason,  enjoy 
biking,  hiking  and  cross  country  skiing.  # 
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Hyperlipoproteinemias:  Part 

Lipoprotein  Classification  and  Abnormalities 

H.  Bruce  Vogt,  MD^ 


ABSTRACT 

The  hyperlipoproteinemias  are  disturbances  in  the  metabolism  of  lipoproteins.  Elevated  levels  of  total  and  low 
density  lipoprotein-cholesterol,  and  low  levels  of  high  density  lipoprotein-cholesterol  are  proven  risk  factors  for 
atherosclerosis.  The  significance  of  hypertriglyceridemia  as  an  independent  risk  factor  for  atherosclerosis  is  con- 
troversial, however,  at  high  levels  triglycerides  are  a major  risk  factor  for  pancreatitis.  Lipoprotein  abnormalities 
can  be  divided  into  dietary,  primary  (genetic),  and  secondary  disorders.  The  major  causes  of  moderate  and  severe 
hypercholesterolemia  are  familial  hypercholesterolemia,  familial  combined  hyperlipidemia,  severe  primary 
(polygenic)  hypercholesterolemia,  and  familial  dysbetalipoproteinemia.  Causes  of  hypertriglyceridemia  include 
familial  hypertriglyceridemia,  familial  lipoprotein  lipase  deficiency,  sporadic  hypertriglyceridemia,  and  secondary 


causes. 

INTRODUCTION 

The  hyperlipoproteinemias  or  hyperlipidemias  are 
disturbances  in  the  metabolism  of  lipoproteins, 
complex  particles  responsible  for  the  transport  of 
cholesterol  and  triglycerides  in  the  plasma.  The  sig- 
nificance of  lipoprotein  abnormalities  relates  to  the 
causation  of  two  life  threatening  diseases: 
atherosclerosis  with  its  resultant  complications 
(myocardial  infarction,  cerebral  vascular  accidents, 
peripheral  vascular  disease)  and  pancreatitis.^ 

STUDIES 

There  is  conclusive  evidence  that  increased  total 
serum  cholesterol,  increased  low  density  lipoprotein- 
cholesterol^'^  and  decreased  high  density 
lipoprotein-cholesterol^'*  constitute  risk  factors  for 
atherosclerosis.  Despite  three  decades  of  research, 
whether  an  increased  triglyceride  level  is  a risk  factor 
for  atherosclerosis  is  still  controversial,  however, 
in  most  studies  they  are  not  felt  to  be  independently 


1.  The  first  of  4 parts.  Part  II  will  be  in  the  March  issue. 

2.  Professor,  Department  of  Family  Medicine;  Dean, 
Graduate  Medical  Education,  USD  School  of  Medicine. 
Director  of  Medical  Education,  McKennan  Hospital,  Sioux 
Falls,  SD. 
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predictive  for  coronary  heart  disease.  ’ In  the 
Framingham  Study,^’^^  it  was  reported  that  triglyceride 
elevations  were  an  independent  risk  factor  for  coronary 
heart  disease  in  women.  The  expert  panel  of  the  Na- 
tional Cholesterol  Education  Program  on  detection, 
evaluation  and  treatment  of  high  blood  pressure  in 
adults^  believes  the  findings  in  women  probably  reflect 
the  presence  of  other  atherogenic  lipoproteins,  such  as 
apoprotein  or  lipoprotein  remnant  abnormalities. 
They  believe  the  high  triglyceride  levels  may  be  a clue 
to  the  presence  of  other  lipoprotein  abnormalities 
which  are  more  directly  associated  with 
atherosclerosis.  High  levels  of  triglycerides,  however, 
are  a major  risk  factor  for  pancreatitis.^’^ 

The  Lipid  Research  Clinics  Coronary  Primary 
Prevention  Trial  (LRC-CPPT)^^  and  the  Helsinki^ 
Heart  Study  are  well  known  studies  which  documented 
that  lowering  total  and  LDL-cholesterol  reduces  the  in- 
cidence of  coronary  heart  disease.  Another  important 
study  is  the  Cholesterol-Lowering  Atherosclerosis 
Study  (CLAS).^^  Reductions  in  total  and  LDL- 
cholesterol  and  an  increase  in  HDL-cholesterol  levels 
were  correlated  with  angiographic  studies  demonstrat- 
ing not  only  the  arrest  of  progression  of  coronary 
athersclerosis  but  actual  regression  of  atherosclerotic 
lesions  in  the  drug  treated  group.  A recent  report^°  of 
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a subgroup  of  patients  documented  continued  regres- 
sion of  atherosclerosis  after  four  years  of  treatment. 

LIPOPROTEIN  CLASSIFICATION 

There  are  five  classes  of  lipoproteins  of  variable  size, 
density  and  electrophoretic  mobihty.  They  differ  in  the 
composition  of  their  core  lipids  and  apoproteins.  The 
latter  are  exposed  proteins  which  bind  to  specific  en- 
zymes or  transport  proteins  on  cell  membranes.  The 
triglyceride-rich  lipoproteins  are  the  chylomycrons  and 
very  low  density  hpoproteins  (VLDL).  Chylomycrons 
have  low  atherogenic  potential  although  they  may  in- 
duce pancreatitis.  Some  studies  have  shown  VLDL  to 
be  correlated  with  coronciry  heart  disease.  The  inter- 
mediate density  lipoproteins  (IDL),  also  called  VLDL 
remnants,  contain  relatively  equal  proportions  of 
triglyceride  and  cholesterol  (free  or  esterified).  They 
have  some  atherogenic  potential.  Low  density 
lipoproteins  (LDL)  and  high  density  lipoproteins 
(HDL)  are  cholesterol  rich.  Fifty  to  seventy  percent  of 
circulating  cholesterol  in  the  blood  is  LDL-cholesterol. 
They  are  the  most  atherogenic  of  the  lipoproteins. 
Twenty-five  percent  of  total  cholesterol  is  transported 
via  HDL.^^  Levels  are  inversely  related  to  coronary 
heart  disease.^"^’^^ 

LIPOPROTEIN  ABNORMALITIES 

Lipoprotein  abnormalities  can  be  divided  into 
dietary,  primary  or  genetic  (results  of  defects  in  syn- 
thesis or  degradation  of  lipoproteins)  and  secondary 
(related  to  an  underlying  problem)  disorders.^’^^  The 
primary  hyperlipoproteinemias  can  further  be  divided 
into  single  gene  disorders  (dominant  or  recessive  in- 
heritance patterns)  and  multifactorial  disorders 
(multiple  genes  interacting  with  multiple  exogenous 
factors).  The  latter  results  in  a variable  expression  of 
hpoprotein  abnormalities  in  a family.^ 

The  familicU'  Fredrickson  classification  divides  the 
Vcu'ious  combinations  of  increased  lipoproteins  that  can 
occur  into  six  types  or  patterns.  Most  types  can  be 
caused  by  several  different  genetic  diseases.  Some 
genetic  diseases  can  produce  more  than  one  pattern. 
In  addition,  each  can  be  secondary  to  another  metabo- 
hc  disease.  Therefore  the  Fredrickson  classification  is 
only  descriptive  and  does  not  designate  specific  dis- 
eases.^ 

Hypercholesterolemia 

Dietary  Induced:  Mild  hypercholesterolemia  (or 
borderline-high  total  serum  cholesterol),  defined  as  a 
total  serum  cholesterol  of  200-300  mg/dL,  is 
predominantly  caused  by  excessive  dietary  intake  of 
cholesterol  and  saturated  fatty  acids.  Excessive  caloric 
intake  and  a sedentary  life  style  may  be  contributing 
factors.^^ 

Familial  Hypercholesterolemia:  The  major  causes 
of  moderate  and  severe  hypercholesterolemia  are  listed 
in  Table  I.  Familial  hypercholesterolemia  (FH)  is 


caused  by  a genetic  defect  in  the  coding  for  the  LDL 
receptor.  One  in  every  500  persons  has  heterozygous 
FH.  Total  cholesterol  levels  usually  are  greater  than 
300  mg/dL.  In  the  rare  homozygous  form  (1-1,000,000 
persons)  cholesterol  levels  range  from  600  to  1,000 
mg/dL.  Homozygotes  have  severe  atherosclerosis  by 
their  teenage  years.  Planar  and  tuberous  xanthomas 
are  associated  clinical  features. 


Table  I 

Major  Causes  of  Moderate  and  Severe 
Hypercholesterolemia 

A.  Familial  Hypercholesterolemia  (FH) 

B.  Familial  Combined  Hyperlipidemia 
(IIA,  ilB,  IV,  V) 

C.  Severe  Primary  Hypercholesterolemia 
(polygenic) 

D.  Familial  Dysbetalipoproteinemia  (III) 


Familial  Combined  Hyperlipidemia:  This  common 
genetic  disorder  is  characterized  by  multiple 
lipoprotein  phenotypes  in  a single  affected  family.  It 
encompasses  the  Fredriekson  types  IIA,  IIB,  IV,  and 
V.^’^  In  familial  combined  hyperelipidemia  (FCHL), 
one  third  of  patients  only  have  increased  LDL  (Type 
IIA).  Another  third  only  have  increased  VLDL  (Type 
IV).  The  lipid  elevations  tend  to  be  relatively  mild  and 
variable  in  the  affected  patient.  Premature 
atherosclerosis  is  seen. 

Severe  Primary  Hypercholesterolemia:  Much  more 
common  than  either  familial  hypercholesterolemia  or 
familial  combined  hyperlipidemia  is  severe  primary  hy- 
percholesterolemia. This  problem,  also  called 
polygenic  hypercholesterolemia,  may  represent  the 
upper  end  of  the  bell  shaped  curve  for  total  cholesterol 
in  the  population.  A portion  of  these  individuals  have 
heterozygous  familial  hypercholesterolemia  which  can- 
not be  diagnosed  because  of  the  absence  of  clinical 
features  such  as  xanthomas  or  the  lack  of  first  degree 
relatives  to  test.^’^ 

Familial  Dysbetalipoproteinemia:  Familial  dys- 
betalipoproteinemia (Type  III)  is  an  uncommon 
inherited  disorder  that  occurs  in  approximately  one  in 
5,000  Americans.  It  results  from  delayed  catabolism  of 
chylomicron  and  VLDL  remnants  (IDL).  These 
patients  often  are  obese,  and  demonstrate  glucose  in- 
tolerance and  hyperuricemia.  Hypothyroidism  is  also 
associated.  Tuboeruptive  and  palmar  xanthomas  are 
other  clinical  features.  These  individuals  are  at  in- 
creased risk  for  coronary  artery,  cerebrovascular,  and 
peripheral  vascular  disease.^’^ 

Hypertriglyceridemia 

Definite  hypertriglyceridemia  is  defined  as  a fasting 
plasma  triglyceride  greater  than  500  mg/dL.  Levels  of 
250-500  mg/dL  are  considered  borderline.^’^^ 
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In  hypertriglyceridemia,  when  the  level  ranges  be- 
tween 250  mg/dL  and  750  mg/dL,  the  elevation  is 
usually  the  result  of  very  low  density  lipoprotein  (Type 
IV).  Higher  elevations  arc  usually  due  to  an  increase 
in  both  chylomycrons  and  VLDL  (Type  V).^ 


Table  II 

Causes  of  Reduced  HDL<Cholesterol 

• Cigarette  smoking 

- Obesity 

• Lack  of  exercise 

- Androgenic  and  related  steroids 

• Progestational  agents 

• Beta-adrenergic  blocking  agents 

- Hypertriglyceridemia 

- Genetic  factors 

Modified  from  the  Report  of  the  National 
Cholesterol  Education  Program  Expert  Panel  on 
Detection,  Evaluation,  and  Treatment  of  High  Blood 
Cholesterol  in  Adults,  p.  79. 


Familial  Hypertriglyceridemia:  Familial  hyper- 
triglyceridemia is  a common  autosomal  dominant 
disorder.  The  typical  patient  is  obese  and  has  hyper- 
glycemia and  hyperinsulinemia.  Associated 
hypertension  and  hyperuricemia  are  common.  In  the 
expert  panel’s  report,  familial  hypertriglyceridemia  is 
said  to  "not  carry  an  increased  risk  of  CHD".^  Others 
report  patients  with  this  disorder  to  have  an  increased 
risk  of  atherosclerosis,  although  it  is  not  known  whether 
the  increased  risk  is  related  specifically  to  the  hyper- 
triglyceridemia given  the  associated  conditions.^  A 
number  of  factors  may  exacerbate  the  degree  of  hyper- 
triglyceridemia in  these  patients,  including  excessive 
alcohol  ingestion,  estrogen  containing  oral  contracep- 
tives, poorly  controlled  diabetes  mellitus  and 
hypothyroidism.^’^’^^ 

Familial  Lipoprotein  Lipase  Deficiency:  An 
autosomal  recessive  disorder,  familial  lipoprotein 
lipase  deficiency  (Fredrickson’s  Type  I)  is  rare.  Clini- 
cally the  disease  presents  in  infancy  or  childhood  with 
recurrent  pancreatitis  resulting  from  marked  hyper- 
chylomycronemia.  Accelerated  atherosclerosis  does 
not  occur  although  hyperchylomicronemia  may  result 
in  pancreatitis. 

Sporadic  Hypertriglyceridemia:  Sporadic  hyper- 
triglyceridemia is  a designation  given  to  certain  patients 
who  cannot  be  clinically  distinguished  from  familial  hy- 
pertriglyceridemia but  who  lack  adequate  numbers  of 
relatives  to  uncover  a genetic  problem.^ 

Other  Lipid  Abnormalities 

"New  Syndrome":  Castelli^^’^  refers  to  a "new 
syndrome"  associated  with  an  increased  rate  of 


coronary  artery  disease  characterized  by  triglycerides 
greater  than  150  mg/dL,  HDL-cholcstcrol  less  than  40 
mg/dL,  hyperuricemia,  and  borderline  high  glucoses 
progressing  to  diabetes  mellitus  in  later  years. 

Red  uce  d HDL-ch  olesterol  (hypoalphali- 
poproteinemia):  Another  lipid  abnormality  is  reduced 
HDL-cholesterol,  defined  as  an  HDL  less  than  35 
mg/dL,  and  a known  risk  factor  for  coronary  artery  dis- 
ease. The  major  causes  of  reduced  HDL-cholesterol 
are  listed  in  Table  11.  Low  levels  of  HDL  in  the 
presence  of  elevated  LDL-cholesterol  is  a significant 
factor  which  should  prompt  the  physician  to  consider 
drug  therapy.^ 

Secondary  Causes:  Secondary  causes  of  hyper- 
lipoproteinemia are  well  known  and  include  diabetic 
dyslipidemia  (chylomicronemia,  hyper- 
triglyceridemia), hypothyroidism  (increased 
LDL-cholesterol),  excessive  alcohol  consumption  (in- 
creased VLDL  and  therefore  triglycerides),  oral 
contraceptives  (increased  VLDL  secondary  to 
estrogen),  and  nephrotic  syndrome  (increased 
cholesterol  and  triglycerides).  These  problems  must  be 

considered  in  the  evaluation  of  hyper- 
• • 1 2 15  * 

lipoprotememia.  ’ ’ 
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^Auxiliary  NewM 


HEALTH  ACCESS  AMERICA 

One  distinct  benefit  to  the  job  of  state  auxiliary 
president  is  the  availability  of  written  information 
from  both  the  AMA  and  the  AMA  Auxiliary.  Speed 
reading  should  definitely  be  a requirement  for  this  job. 
I sometimes  forget  that  not  everyone  has  access  to  all  of 
this  information  and  I must  remind  myself  to  dissemi- 
nate as  much  as  I can  to  the  best  of  my  ability. 

The  AMA  Auxiliary  offers  twice  annually,  in  Chicago, 
a Leadership  Confluence  for  all  state  presidents,  state 
president-elects,  and  county  and  district  president- 
elects. This  past  October  four  South  Dakota  State 
Medical  Association  auxilians  attended  and  this 
February  we  will  send  three  more  to  prepare  for  their 
leadership  role.  At  both  of  these  meetings  the  featured 
keynote  dinner  speaker  is  the  current  AMA  President, 
C.  John  Tupper,  MD.  I had  read  about  Dr  Tupper’s 
background  in  the  July  issue  of  FACETS  (AMA 
auxiliary  publication)  and  was  quite  impressed.  At  our 
dinner  Dr  Tupper  revealed  more  information  on  his 
primary  project  as  president  which  is  to  promote  the 
AMA’s  plan  for  improving  health  care  in  the  United 
States,  otherwise  known  as  HEALTH  ACCESS 
AMERICA. 


the  world  to  87%  of  all  Americans,  but  unfortunately, 
its  major  flaw  is  that  the  remaining  13%  or  specifically, 
33  million,  cannot  afford  private  insurance  and  public 
assistance  is  unavailable.  Included  in  the  uninsured 
sector  are  24  million  working  Americans  with  families 
and  3 million  that  are  considered  "medically  uninsured" 
because  of  a specific  health  condition.  The  insured 
Americans  are  satisfied  with  their  health  care,  but  the 
major  concern  for  all  is  the  escalating  costs  for  this  care 
and  the  many  people  that  still  remain  uninsured. 

The  AMA’s  purpose  in  developing  HEALTH  AC- 
CESS AMERICA  is  to  assure  that  the  healthcare 
system  adopted  by  this  nation  will  include  these  fun- 
damental principles: 

• Improvements  to  the  American  healthcare  system 
should  preserve  the  strengths  of  our  current  system. 

• Affordable  coverage  for  appropriate  health  care  should 
be  available  to  all  Americans,  regardless  of  income. 

• Particular  efforts  are  needed  to  assure  continued  ac- 
cess by  tbe  elderly  to  affordable  bealtbeare  services. 

• Healthcare  services  should  be  delivered  with  high 
quality  at  appropriate  costs. 

• Patients  should  be  free  to  determine  from  whom  and 
the  manner  in  which  healthcare  benefits  are  delivered. 


When  I returned  from  the  Confluence,  I reviewed 
more  closely  the  packet  of  detailed  information  on 
HEALTH  ACCESS  AMERICA.  Many  physicians  are 
aware  of  this  plan  and  you  may  have  read  about  it  in  the 
AM  NEWS.  Following  a complete  study  of  the 
American  healthcare  system,  the  AMA  released  its 
proposal  last  March  which  will  expand  access  to  health 
care  to  all  Americans,  control  costs,  and  reduce  the 
paperwork  and  bureaucracy.  Dr  Tupper  feels  it  will 
take  approximately  five  years  to  achieve  this  plan’s  ob- 
jectives. At  this  dinner  he  asked  the  Auxiliary  to  help 
make  the  American  public  realize  that  "health  care  is  a 
benefit  worth  having  and  also  worth  paying  for."  He 
feels  the  AMA  strongly  needs  the  Auxiliary’s  assistance 
in  helping  persuade  our  elected  officials,  the  private 
sector,  and  patients  that  there  are  better  ways  to  im- 
proving access  to  health  care  and  to  consider  HEALTH 
ACCESS  AMERICA. 

Dr  Tupper’s  enthusiasm  was  contagious  because  I 
wanted  to  learn  more  about  this  plan  which  the  AMA 
is  quick  to  point  out  may  not  be  perfect,  but  at  least  it  is 
a starting  point  for  discussion.  There  has  been  media 
focus  on  other  nation’s  healthcare  systems,  particularly 
Canada,  and  the  possibility  of  adopting  a similar  plan. 
However,  the  system  that  has  formed  our  American 
medical  heritage  which  has  provided  the  finest  medical 
education,  the  most  respected  research,  and  the  highest 
quality  care  in  the  world  has  merits  worthy  of  preserv 
ing.  This  system  does  provide  the  finest  health  care  in 


• All  patients  would  be  committed  to  tbe  highest  ethical 
standards  in  the  delivery  of  care  to  patients. 

This  proposal  is  being  promoted  by  AMA  officers, 
trustees,  and  senior  staff  to  medical  society  meetings, 
hospital  associations,  and  civic  organizations.  Dr  Tup- 
per has  recently  met  with  AFL-CIO  representatives  to 
discuss  a healthcare  system  that  will  be  fair  and  equi- 
table to  all  Americans.  The  awareness  for  change  is 
there.  We  must  now  educate  people  that  the  health  care 
profession  has  a solution  to  some  of  the  problems  - 
HEALTH  ACCESS  AMERICA. 

In  closing.  Dr  Tupper  felt  the  AMA  and  AMA 
Auxiliary  have  strength  in  numbers  and  are  dedicated 
and  commited  to  the  issue.  We  also  have  a "secret 
weapon"  to  use  in  this  battle.  This  "secret  weapon"  is 
the  advantage  of  caring.  We  know  what  it  is  like  to  have 
an  impact  on  people’s  lives  and  by  continuing  to  work 
together,  stay  active  and  involved  we  will  shape  the  best 
healthcare  system  for  all  Americans.  Please  read,  dis- 
cuss, and  explain  this  system  to  your  spouse,  people  in 
your  community,  and  your  patients.  You  will  have  a 
direct  influence  on  the  healthcare  system  that  is  finally 
adopted  for  our  country.  HEALTH  ACCESS 
AMERICA  will  strengthen  our  healthcare  system  and 
also  the  healthcare  profession.  # 
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New  SDSMA  Members 


NEW  MEMBERS 

Richard  A.  Kaplan,  MD 
Yankton  Medical  Clinic 

Ped 

Brian  C.  Aamlid,  MD 

Orthopedic  Associates 

OrS 

PO  Box  706 

Yankton,  SD 

1200  S Euclid  Ave,  #102 

Sioux  Falls,  SD 

Ann  Marie  Kostal,  MD 

Central  Plains  Clinic 

ObG 

Vinod  S.  Bbatara,  MD 

4009  W 49th  St,  #308 

P 

2727  S Kiwanis  Ave 

Sioux  Falls,  SD 

Sioux  Falls,  SD 

Mark  A Kummer,  MD 

Ped/Endow/Nu 

Lee  L.  Cafferty,  MD 

Lab  of  Clinical  Medicine 

1212  S Euclid  Ave 

Path 

USDSM,  Dept  of  Peds 

1100  S Euclid  Ave 

Sioux  Falls,  SD 

Sioux  Falls,  SD 

Leslie  B.  Leicht,  MD 

PM/Rehab 

Andrew  Clark,  MD 

405  Whittecar 

FP 

3932  S Western  Ave 

Sioux  Falls,  SD  57105 

Gregory,  SD 

Steven  Massoput,  MD 

FP 

Diane  L.  Coppock,  MD 

Physicians  Lab 

Path 

PO  Box  3093 

Rapid  City,  SD 

1301 S 9th  Ave,  #301 

Sioux  Falls,  SD 

David  K.  Nussbaum,  MD 
McGreevy  Clinic 

1200  S 7th  Ave 

I 

John  B.  Davis,  MD 

USDSM,  Int  Med  Dept 

I 

Sioux  Falls,  SD 

2501 W 22nd  St 

Paul  H.  Rasmussen,  MD 

FP 

Sioux  Falls,  SD 

Family  Med  & Surg  Clinic 

818  W Havens 

Thomas  Free,  DO 

Medical  X-ray  Center 

R 

Mitchell,  SD 

1417  S Minnesota  Ave 

Sioux  Falls,  SD 

Susan  Robey-Cafferty,  MD 

Lab  of  Clinical  Medicine 

1212  S Euclid  Ave 

Path 

John  F.  GrifTin,  MD 

Medical  X-ray  Center 

R/Onc 

Sioux  Falls,  SD 

1417  S Miimesota  Ave 

Sioux  Falls,  SD 

Mark  D.  Rodig,  MD 

McGreevy  Clinic 

1200  S 7th  Ave 

FP 

Lorraine  L.  Hazard,  MD 

FP 

Sioux  Falls,  SD 

204  E Main 

Elk  Point,  SD 

James  G.  Ruggles,  MD 

Sacred  Heart  Hospital 

Path 

Karen  J.  Heiling,  MD 

McGreevy  Chnic 

FP 

501  Summit 

Yankton,  SD 

1200  S 7th  Ave 

Sioux  Falls,  SD 

David  A.  Shields,  MD 

Central  Plains  Clinic 

D 

Richard  S.  Hieb,  MD 

Brookings  Clinic 

FP 

2727  S Kiwanis  Ave 

Sioux  Falls,  SD 

400  22nd  Ave 

Brookings,  SD 

Randal  L.  Welter,  MD 

Medical  X-ray  Center 

R 

Jem  J.  Hof,  MD 

Yankton  Medical  Clinic 

PM 

1417  S Minnesota  Ave 

Sioux  Falls,  SD 

PO  Box  706 

Yankton,  SD 

Charles  C.  Yeiverton,  MD 
Yankton  Medical  Clinic 

FP 

Richard  L.  Kalka,  MD 

405  Whittecar 

Gregory,  SD 

FP 

PO  Box  706 

Yankton,  SD 

(continued  next  page) 
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ASSOCIATE  MEMBERS 


Student 


Frank  A.  Bakke,  MD 
1201  S Menlo,  #307 
Sioux  Falls,  SD 

Stanley  M.  Duchman 
304  E Main,  #4 
Vermillion,  SD 

Darla  J.  Eisnach 
219  Forest,  #4 
Vermillion,  SD 

Steve  G.  Frost 
2124  Fourth  Ave 
Rapid  City,  SD 

Robert  Wm.  Giebink,  MD 
4101  Huntington  St 
Sioux  Falls,  SD 

Jonathan  L.  Grosdidier 
2200  W 8th  St,  Apt  F-3 
Sioux  Falls,  SD 


Resident 

Student 

Student 

Student 

Student 


Larry  M.  Leon 
3626  Serendipity  Lane 
Rapid  City,  SD 

Mary  L Morris 

701  N Cleveland 
Sioux  Falls,  SD 

David  C.  Nelson 
2112  W 15th  St 

Sioux  Falls,  SD 

Linda  P.  Svec 

702  Indiana  St 
Rapid  City,  SD 

Brian  P.  White 

802  W City  Limits  Rd,  #21 
Yankton,  SD 


Student 


^||.CowA2c//  Meeting  Highlights 


Student 


Student 


Student 


Student 

# 


The  Council  of  the  State  Medical  Association  met  in 

Pierre  on  Friday,  November  16.  Following  are  high- 
lights from  this  meeting. 

1.  LEGISLATIVE  PROGRAM.  The  Association’s 
legislative  program  and  policies  were  set  and  this 
has  been  sent  to  all  members  in  the  December  Grab 
Bag. 

2.  ASK  A NURSE/HEALTH  FORMATION 
PROGRAMS.  These  programs  implemented  by 
hospitals  utilize  nurses  to  answer  health  related 
questions  from  patients  who  call  in  and  they  also 
provide  referral  information.  A resolution  was 
adopted  stating  the  SDSMA  opposes  the 
philosophy  of  Ask  a Nurse,  Healthformation  or 
other  similar  programs  as  marketing  tools  which  are 
disruptive  to  health  care  delivery  and  which  raise 
health  care  costs  in  South  Dakota. 

3.  MEDICAL  PATTERNS  OF  CARE  PROGRAM. 
ND  Blue  Cross/Blue  Shield  announced  that  the  pat- 
terns of  care  program  has  been  discontinued  due  to 
budget  cuts. 

4.  PROVISION  OF  PRIMARY  CARE  SERVICES 
BY  COMMUNITY  PHARMACISTS.  This 
proposal  which  is  approved  by  SDSU  College  of 
Pharmacy  and  the  Pharmaceutical  Association  was 

' considered.  Action  was  taken  by  the  Council  to  op- 
pose this  project. 

5.  DURABLE  POWER  OF  ATTORNEY 
BROCHURE.  A joint  committee  of  the  Medical 


Association  and  the  Bar  Association  developed  a 
Durable  Power  of  Attorney  brochure  which  is  being 
distributed  to  attorneys,  doctors,  legislators,  nursing 
homes  and  senior  centers  throughout  the  state. 

6.  JOURNAL  EDITOR  RESIGNS.  The  Council  ac- 
cepted the  resignation  of  Dr.  Robert  VanDemark, 
S,.  as  editor  of  the  South  Dakota  Journal  of 
Medicine.  Dr.  VanDemark  has  served  in  this 
capacity  for  33  years  and  the  Council  directed  that 
a resolution  commemorating  him  be  submitted  to 
the  AMA  House  of  Delegates,  AM  News  and  JAMA. 
The  Council  named  Jerome  Freeman,  MD,  Sioux 
Falls,  and  John  Barlow,  MD,  Rapid  City,  as  co- 
editors. 

7.  RESIGNATION  OF  HHS  INSPECTOR 
GENERAL  RICHARD  KUSSEROW.  The  Coun- 
cil encourages  individual  physicians  to  contact  the 
President  and  our  Congressional  delegation  en- 
couraging them  to  seek  Mr.  Kusserow’s  resignation. 
The  SDSMA,  along  with  the  AMA,  called  for  his 
resignation  due  to  his  use  of  overly  aggressive  tac- 
tics while  enforcing  Medicare  regulations  and  his  in- 
ability to  act  fairly  and  responsibly  in  his  position  as 
Inspector  General. 

8.  HONORARY  LIFE  MEMBERSHIP.  Parry  Nel- 
son, MD,  Watertown,  was  elected  to  honorary  life 
membership  in  the  SDSMA. 

The  next  Council  meeting  will  be  Friday,  April  5,  in 

Sioux  Falls  # 
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Health 

Access 

America 

The  AMA  proposal  to 
improve  access  to  affordable, 
quality  health  care. 

‘‘I  caift 

to  go  to 

the  doctor.” 


We  hear  that  a lot  from  our  patients 
these  days.  For  the  33  million  people 
who  have  no  health  insurance,  it’s  a 
particularly  acute  problem. 

That’s  why  the  AMA  has  launched 
a proposal  to  improve  access  to  afford- 
able, quality  health  care.  It’s  called 
Health  Access  America.  The  message  is 
being  sent  to  Congress,  the  media,  labor 
and  management  organizations,  con- 
cerned groups  like  AARP,  and  your 
fellow  physicians. 

Simply , Health  Access  America 
proposes  health  insurance  coverage 


for  all  Americans,  regardless  of  income 
or  health  status.  It  calls  for  expanded  pub- 
licly-funded health  care  for  the  needy;  a 
stronger  Medicare  system;  employer-pro- 
vided coverage  for  all  workers  and  their 
families  with  tax  incentives  for  small 
businesses. 

America’s  physicians  are  leading 
the  way  to  reforming  the  health  care 
system  by  speaking  out  on  these  critical 
issues. 

Tb  get  a copy  of  the  Health  Access 
America  proposal,  please  call  our  Mem- 
ber Service  Center  at  1-800-AMA-3211. 


The  American  Medical  Association 

on  behalf  of  member  physicians  and  their  patients. 


A mcssatfc  from  The  American  Medical  A-ssociation  for  the  Health  Access  America  ! 


The  following  physicians  recently  began  practicing 
medicine  in  South  Dakota. 

Dr  Mark  Gregg,  a South  Dakota  native,  has  joined 
Neurology  Associates,  PC  of  Sioux  Falls.  He  received 
his  medical  degree  from  the  USD  School  of  Medicine 
in  1986;  completed  an  internship  in  1987,  at  St.  Joseph’s 
Hospital,  Phoenix;  and  completed  a three-year 
neurology  residency  at  the  Barrow  Neurologic  Institute 
in  Phoenix,  in  1990. 

Dr  Gregg  and  his  wife,  Kristie,  have  one  daughter. 

:|e  4:  4c  :((  4; 

Robert  Kundel,  MD,  a radiologist,  has  joined  the  staff 
at  Mid-Dakota  Hospital  in  Chamberlain.  Dr  Kundel,  a 
native  of  Council  Bluffs,  Iowa,  received  his  medical 
degree  from  theUniversity  of  Iowa  College  of  Medicine 
in  1956;  completed  a one-year  internship  in  1957;  and 
practiced  for  three  years  in  Ely,  Minnesota.  In  1960,  Dr 
Kundel  entered  a radiology  residency  at  the  University 
of  Minnesota.  He  received  his  four-year  certificate  in 
1964.  From  June  1964  to  June  1984,  Dr  Kundel 
practiced  radiology  at  small  hospitals  in  Minnesota  and 
Wisconsin. 

Dr  Kundel  and  his  wife,  Joanne,  came  here  from  Rice 
Lake,  Wisconsin.  They  have  three  sons. 

4:  4c  4^  4:  4: 

Dr  Rita  M.  Rabenberg  began  her  pediatric  practice  in 
Sioux  Falls.  She  joined  the  staff  of  Pediatric  Specialists, 
PC,  affiliated  with  Sioux  Valley  Hospital.  Dr 
Rabenberg  was  born  in  McLaughlin  and  grew  up  in 
Mobridge.  She  received  her  medical  degree  from  the 
USD  School  of  Medicine  in  1987,  and  completed  a 
three-year  pediatric  residency  in  1990,  at  Children’s 
Hospital  of  Wisconsin  in  Milwaukee. 

Central  Plains  Clinic,  Ltd,  Sioux  Falls,  announced  the 
addition  of  Dr  Ann  M.  Kostal  to  their  Department  of 
Obstetrics  and  Gynecology.  Dr  Kostal  was  born  in 
Tyndall;  she  attended  the  University  of  South  Dakota 
School  of  Medicine  and  received  her  medical  degree  in 
1986.  She  recently  completed  a residency  in  obstetrics 
and  gynecology  at  the  University  of  Wisconsin  Hospital 
and  Clinic  in  Madison. 

***** 

Larry  D.  Balzer,  MD  has  opened  an  office  for  family 
practice  in  Custer.  Dr  Balzer,  a native  of  Liberal, 
Kansas,  received  his  medical  degree  from  the 
University  of  Oklahoma  School  of  Medicine  in  1971. 
His  postgraduate  education  included  a rotating 
internship  at  Presbyterian  Hospital,  Dallas,  Texas,  and 
a family  practice  residency,  Scott  Medical  Center,  Scott 
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AFB,  Illinois,  where  he  served  as  chief  resident.  While 
serving  in  the  USAF,  1972-1978,  he  was  chief  of 
Areospace  Medicine  at  Sheppard  AFB,  Texas.  Since 
1978  he  was  in  private  practice  in  Texas  and  Oklahoma, 
coming  to  South  Dakota  from  Mt  Vernon,  Texas.  He  is 
board  certified  in  family  practice  and  holds  a certificate 
of  added  qualifications  in  geriatrics.  He  is  a member  of 
the  American  College  of  Allergy  and  Immunology;  The 
American  Geriatric  Society;  and  the  American 
Academy  of  Family  Practice.  He  is  also  a senior 
medical  examiner  for  the  Federal  Aviation 
Administration. 

Dr  Balzer  is  married  and  his  wife’s  name  is  Gaye 
Lynn. 

***** 

Richard  Hieb,  MD  has  joined  the  medical  staff  of 
Brookings  Clinic.  He  was  born  in  Sioux  Falls  but  grew 
up  in  Nebraska.  Dr  Hieb  is  board  certified  in  family 
practice.  He  attended  Bethel  College  in  Newton, 
Kansas,  graduating  in  1976;  received  his  medical  degree 
from  the  University  of  Nebraska  in  1983;  completed  his 
residency  training  in  family  practice  at  the  University  of 
South  Dakota  Family  Practice  Residency  Program  in 
Sioux  Falls,  1983-1986.  He  then  established  his  private 
practice  in  Newton,  Kansas,  where  he  was  until  joining 
the  Brookings  Clinic. 

***** 

A South  Dakota  native,  Jeff  Zacher,  MD,  began  his 
medical  practice  at  Sioux  San  Indian  Hospital  in  Rapid 
City.  He  is  a 1983  graduate  of  the  South  Dakota  School 
of  Mines  and  Technology,  in  Rapid  City,  and  a 1987 
graduate  of  the  University  of  South  Dakota  School  of 
Medicine.  In  1990,  he  completed  a three-year  family 
practice  residency  at  St  Joseph’s  Hospital  in  Chicago. 

Dr  Zacher  and  his  wife,  Pam,  have  two  sons  J.J.  and 
Erich. 

***** 

D.  Brynley  Jones,  MD,  Platte,  is  now  associated  with  the 
Platte  Family  Medical  Clinic.  Dr  Jones  was  born  in  San 
Francisco,  but  spent  most  of  the  first  16  years  of  his  life 
in  Honduras  with  his  missionary  parents.  He  graduated 
from  the  University  of  California  at  Berkeley  with  a BA; 
from  California  State  College,  Hayward,  in  pre-med; 
and  Diablo  Valley  College,  Pleasant  Hill,  California. 
He  received  his  medical  degree  in  1985  and  completed 
a family  practice  residency  at  Oakwood  Hospital, 
Dearborn,  Michigan  in  1990. 

He  has  worked  in  such  places  as  Honduras  as  a field 
medical  director  for  the  Luke  Society,  Inc;  at  the  John 
Muir  Memorial  Hospital,  Walnut  Creek,  California, 
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where  he  was  a cardiology  technician  and  before  that  an 
EKG  technician;  and  at  the  Sinai  Hospital  of  Detroit  as 
a cardiovascular  technician. 

Dr  Jones  and  his  wife,  Carla,  have  three  children, 
Lisa,  13;  Lori,  12;  and  David,  9. 

***** 

Dr  Jack  E.  Berndt,  anesthesiologist,  joined  the  medical 
staff  of  Prairie  Lakes  Hospital,  Watertown.  Dr  Berndt 
was  born  in  Jamestown,  North  Dakota,  and  raised  in 
Aberdeen.  He  attended  Northern  State  University, 
earning  his  bachelor  of  science  degree  in  1981,  ^md 
received  his  medical  degree  from  the  University  of 
South  Dakota  School  of  Medicine  in  1985.  He 
completed  his  internship  and  anesthesiology  residency, 
1985-1988,  at  the  University  of  Texas  Medical  Branch 
Schools  £md  Baylor  College  of  Medicine,  Houston, 
Texas,  in  1990. 

Dr  Berndt  is  a member  of  the  American  Medical  As- 
sociation  and  the  American  Society  of 
Anesthesiologists. 

***** 

Farid  Kutayli,  MD,  a Lebanon  native,  recently  began 
his  pediatric  cardiology  practice  at  North  Central  Heart 
Institute  and  McKennan  Hospital  in  Sioux  Falls.  Dr 
Kutayli  completed  his  pre-med  in  1965;  medical  school, 
1970;  and  a one-year  pediatric  residency  in  1973,  all 
from  the  American  University  of  Beirut,  Lebanon.  He 
completed  a one-year  pediatric  residency  at  the 
University  of  Florida,  Gainesville  in  1973;  a Fellowship 
in  Pediatric  Cardiology  from  the  University  of  South 
Carolina,  Charleston  in  1975;  and  a Fellowship  in 
Pediatric  Cardiology  from  the  Mayo  Clinic  in  1976. 

Dr  Kutayli  was  an  assistant  clinical  professor  of 
pediatric  cardiology  at  Children’s  Hospital  and  senior 
consultant  in  pediatric  cardiology  at  Mercy  Hospital, 
Pittsburg,  Pennsylvania,  1976-1979.  He  was  associate 
professor  in  pediatric  cardiology,  1979-1987  and  acting 
chairman  of  the  Pediatrics  Department,  1986-1987,  at 
the  American  University  of  Beirut,  and  senior  consult- 
ant in  pediatric  cardiology  at  King  Fahad  National 
Guard  Hospital  from  1987-1990. 

He  and  his  family  left  Saudi  Arabia  in  July.  Dr 
Kutayli  and  his  wife,  Salwa,  have  three  sons,  Waleed,  14; 
Wa’el,  11;  and  Ziad,  16.  All  of  the  children  are 
American  citizens  because  they  were  born  while  Dr 
Kutayli  was  in  his  fellowship  training. 

***** 

Family  Medical  and  Surgical  Clinic  of  Mitchell 
announces  the  addition  of  Dr  Paul  Rasmussen  to  its 
staff.  A native  of  North  Dakota,  Dr  Rasmussen 
received  his  medical  degree  from  Mayo  Medical  School 
in  Rochester,  Minnesota  in  1983.  He  completed  his 
internship  and  family  practice  residency,  1983-1986,  at 
Scott  USAF  Medical  Center,  Illinois.  Since  1986,  he 
has  been  serving  in  the  Air  Force  in  Alaska. 


Dr  Rasmussen,  his  wife,  Laura,  and  their  two 
children.  Celeste  and  Luke,  moved  to  Mitchell  from 
North  Pole,  Alaska. 

4e 

Brian  Bonte,  DO,  is  a new  family  practice  physician  at 
the  Belle  Fourche  Family  Practice  Clinic  in  Belle 
Fourche.  Dr  Bonte,  a native  of  Iowa,  received  his  DO 
degree  from  the  College  of  Osteopathic  Medicine  and 
Surgery,  Des  Moines,  Iowa,  in  1983.  He  completed  a 
rotating  internship  at  Warren  General  Hospital, 
Warren,  Ohio,  in  1984,  and  a two-year  family  practice 
residency  at  Eau  Claire  Family  Practice,  University  of 
Wisconsin,  Eau  Claire,  Wisconsin,  in  1986. 

Dr  Bonte  and  his  wife,  Bev,  have  two  daughters, 
Bridgett,  6,  and  Beatrice,  6 months.  # 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


RURAL  HEALTH: 


National  Rural  Health  Association 
14th  Annual  National  Conference 
May  19-22, 1991 
Seattle,  Washington 
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THisds'  Your  Medical  Association 


After  33  years  of  service,  Dr  James  DeGeest  of  Miller 
has  retired.  The  community  honored  Dr  DeGeest  with 
an  open  house.  Governor  Mickelson  proclaimed 
December  30,  1990  as  Dr  James  DeGeest  Day,  and 
Mayor  Clayton  Sisk  read  a proclamation  honoring  Dr 
DeGeest. 

Dr  DeGeest  is  a native  of  Miller,  graduating  from 
Miller  High  School.  He  received  his  medical  degree 
from  the  University  of  Minnesota  in  1952,  and  com- 
pleted his  internship  at  Minneapolis  General  Hospital 
in  1953.  Dr  DeGeest  and  his  wife,  Shirley,  then  moved 
to  Goodview,  Minn  where  he  began  his  career.  He 
returned  to  Miller  in  1957,  after  urging  from  a childhood 
friend  who  said  that  Miller  needed  a doctor.  The  De- 
Geests  plan  to  spend  the  rest  of  this  winter  in  Sun  City, 
Ariz. 

4e  4s  4:  :|c 

Drs  Raymond  Nemer,  Gregory,  and  Dan  Heinemann, 
Canton,  have  been  recertified  as  diplomates  of  the 
American  Board  of  Family  Practice  after  passing  a 
recertification  examination  offered  by  the  ABFP. 


George  H.  Arnold  III,  MD,  Rapid  City,  died  January 
4.  He  was  born  in  Los  Angeles,  Calif.  He  graduated 
from  Villa  Nova  Preparatory  School  at  Ojai,  Calif; 
attended  the  College  University  of  Santa  Clara,  Calif; 
and  received  his  medical  degree  from  Creighton 
University,  Omaha,  Neb,  in  1966. 

In  1965,  he  married  Mary  Jo  McQueeney  in  Kan- 
sas City,  Mo.  He  served  in  the  US  Air  Force  at 
Whiteman  Air  Force  Base,  Mo,  from  1967  to  1969, 
reaching  the  rank  of  Captain. 

His  postgraduate  education  was  obtained  at  the 
University  of  California  with  completion  of  his  der- 
matology residency  in  1972  at  the  San  Francisco 
Medical  Center.  He  was  associated  with  the  Rapid 
City  Medical  Center  since  1972,  and  certified  as  a 
Fellow  of  the  American  Board  of  Dermatology  in 
1973. 

Dr  Arnold  was  a member  of  the  American 
Academy  of  Dermatology,  Colorado  Dermatologic 
Society,  Minnesota  Dermatologic  Society,  Pacific 
Dermatologic  Society,  and  the  South  Dakota  State 
Medical  Association.  He  was  a clinical  assistant 
professor  for  the  University  of  South  Dakota  and  an 
avid  outdoorsman,  hunter  and  gardener. 

Survivors  include  his  wife,  Mary  Jo;  two  sons, 
Patrick  of  Denver  and  Michael  of  Rapid  City;  one 
daughter,  Lynn  Marie  of  Bakersfield,  Calif;  his 
mother,  Zella  of  Grover  City,  Calif;  and  four  sisters. 


The  medical/dental  staff  of  St.  Luke’s  Midland 
Regional  Medical  Center  in  Aberdeen,  elected  their 
1991  officers.  Dr  John  Fritz,  internal  medicine,  will 
serve  as  president;  Dr  David  Wachs,  family  practice, 
vice  president;  and  Dr  Susan  Ramig,  anesthesiologist, 
secretary/treasurer.  Other  leadership  positions 
include:  Dr  Jean  Gerber,  chairwoman  of  the  Surgical 
Section;  Dr  Mark  Mogen,  chairman  of  the 
Family/Ob-Gyn/Peds  Section;  and  Dr  John  VidolofT, 
chairman  of  the  Medical  Section. 

Timothy  J.  Moore,  MD,  MS,  Associate  Director  at 
Sioux  Falls  Family  Practice  Residency  Program 
completed  four  days  of  advanced  professional 
management  education  at  the  American  College  of 
Physician  Executives’  1990  National  Institute  in  Hilton 
Head,  South  Carolina.  He  selected  from  sessions  on 
health  care  management,  bioethics,  health  care  quality, 
physician  performance  evaluation,  effective  peer 
review,  establishing  medical  standards,  all  intended  to 
help  further  improve  health  care  delivery  in  Sioux  Falls. 

Dr  Richard  Friess  has  been  named  the  Business  Citizen 
of  the  Year  for  1991  by  the  Sioux  Falls  Area  Chamber 
of  Commerce  and  the  Sioux  Falls  Sales  & Marketing 
Executives.  He  will  be  honored  at  a dinner. 

Dr  Friess  is  a Sioux  Falls  native,  graduating  from 
Washington  High  School  in  1959;  attending  the  Univer- 
sity of  South  Dakota  in  1963  and  1964;  and  receiving  his 
medical  degree  from  the  University  of  Iowa  Medical 
School  in  1966.  During  his  20  years  of  family  practice 
in  Sioux  Falls  he  has  been  actively  involved  in  civic  and 
professional  activities.  He  was  chief  of  staff  at  Sioux 
Valley  Hospital  from  1980  to  1982,  and  is  the  medical 
director  at  the  Sioux  Valley  Wellness  Center.  In  1986, 
the  South  Dakota  State  Medical  Association  awarded 
him  its  Community  Service  Award.  He  has  coached 
YMCA  basketball  for  15  years;  is  past  president  of  the 
Sioux  Falls  Area  Chamber  of  Commerce;  a member  of 
the  Good  Samaritan  Society  Corporate  Board  and  the 
Norwest  Bank  Community  Board;  involved  with  the 
United  Way  and  most  recently  he  is  chairman  of  the 
capital  fund  drive  for  Youth  Enrichment  Services  for 
1992. 

Dr  Friess  and  his  wife,  Barbara,  have  three  children: 
Katherine  24,  David,  18,  and  Janifer,  15.  # 
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I M ri  I r Progressive  physi- 

clan  owned  organ- 

EMERC^NCY  MEDICAL  PHYSICIANS,  PC  ■ , , „ , • 

ization  has  full-time 
positions  available 
for  emergency  physicians  in  several  north- 
western communities  including  Sioux  Falls  and 
Yankton,  South  Dakota,  Casper  and  Cheyenne, 
Wyoming  and  Pasco,  Washington.  Competitive 
compensation  plus  an  excellent  benefit  pack- 
age including  malpractice,  health,  disability  and 
life  insurance  as  well  as  profit  sharing  and  CME 
benefits.  Flexible  schedules,  attractive 
communities  to  provide  exceptional  working 
and  living  conditions,  exciting  recreational 
opportunities. 

Contact:  Janet  Cowley 

Recruitment  Coordinator 
EMP,  PC 

(307)  632-1436/FAX  (307)  635-4642 
P.O.  BOX  805 
Cheyenne,  WY  82003 


Orthopaedic  Surgeon 

Land  of  1000  Grand  Lakes,  seeking 
BC/BE  Orthopaedic  Surgeons  to 
associate  with  well  established  busy 
Orthopod  in  Grand  Rapids, 
Minnesota.  A highly  attractive  area 
to  sports  enthusiasts.  One 
Orthopaedic  Surgeon  currently 
serves  a service  area  of  65,000. 
Rapid  practice  growth  assured.  A 
competitive  income  and  benefit 
package  offered. 

For  further  details  call: 
MaryAiin  Riley 
1-800-638-6942. 


PHYSICIAN 


Board-Certified  in  Emergency 
Medicine,  experience  in  FP  (no  OB  or 
surgery),  licensed  in  MN,  SD,  WI.  Avail- 
able for  locum  tenens  coverage.  Write: 

SDJM 

1323  S Minnesota  Avenue 
Sioux  Falls,  SD  57105 


Or  call: 

Dr.  Lloyd  Olson,  MD,  FACEP 
at  (612)  879-0842 


Northern  California/Bay  Area 
Internist 

Upscale  community,  terrific 
climate.  BC/BE  internist.  Several 
opportunities/practice  options: 
group,  solo,  or  partnership. 
Excellent  salary  plus  productivity 
bonus  and  benefits.  For  more 
information,  please  contact  in 
confidence: 

Whitney  Millard 
Phone:  I-800-762-92I3 
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OB/GYN 

OB/GYN  - Northwestern  Montana 
Rockies.  Seeking  BE/BC  OB/GYN  for  this 
Northwestern  Montana  resort 
community.  Located  near  Glacier 
National  Park,  Big  Mountain  Ski  Resort, 
Flathead  Lake,  and  numerous 
championship  golf  courses.  An 
opportunity  for  someone  longing  for  an 
experience  in  an  unspoiled  environment. 
Excellent  recruitment  package  including 
malpractice  insurance  coverage  and  office 
assistance.  Please  send  C.V.  or  call; 

Marcel  Loh,  Administrator 
North  Valley  Hospital 
6575  Highway  93  South 
Whitefish,  Montana  59937 
(406)  862-2501,  ext.  250 


Family  Practice,  Internal  Medicine 
and  General  Surgery  Practice 
Opportunities 

Rural  Lake  Country  Community  is  seek- 
ing the  above  practitioners  to  join  a busy 
12  physician  multispecialty  group. 
Quality,  comfortable  living  environment, 
multiple  recreational  activities,  fine 
educational  opportunities  and  cultural  ac- 
tivities abound.  Salary  and  fringe  benefits 
very  liberal. 

Send  curriculum  vitae  or  inquires  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 
or  call  collect  at  (701)  662-2157  for 
further  information 


Family  Practice  - Hospital 
Sponsored  Clinic  Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is 
seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The 
administrative  burdens  of  medical 
practice  will  be  minimized  in  this 
hospital-managed  clinic.  The  hospital 
has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes 
base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and 
student  loan  reduction/forgiveness 
program.  All  relocation  costs  wall  be 
borne  by  the  hospital.  Please  contact: 

Kari  Wangsness,  Associate 
The  Chancellor  Group,  Inc. 

France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 


Chief  of  Surgical  Service 

Join  the  nation’s  largest  health  care 
team.  VA  Medical  Center,  Grand 
Island,  Nebraska,  seeking  BC/BE 
general  surgeon  to  serve  as  Chief, 
Surgical  Service  for  204-bed  medical 
center.  Licensure  any  state.  Must 
meet  English  proficiency 
requirement.  Comprehensive 
benefit  package.  Contact  or  send 
CV  to: 

Stephen  W.  Maks,  MD 
VA  Medical  Center 
2201  N Broad  well 
Grand  Island,  NE  68803 
308-382-3660,  ext  2106 

Equal  opportunity  employer 
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Future  Meetings 


March 

Practical  Primary  Care,  West  Palm  Beach,  FL,  Mar  11-13. 
Fee:  $215.  12  hrs  AMA  Category  I & 11  hrs  AAFP  credit. 
Contact:  Laura  J.  Lehmann,  CME  Coord,  PO  Box  024308, 
West  Palm  Beach,  FL  33402.  Phone:  (407)  650-6236. 

I|E  4!  * 

Family  Practice  Today,  Holiday  Inn  East,  St.  Paul,  MN,  Mar 
14-15.  Fee:  $220.  13  hrs  AMA  Category  I credit.  Contact: 
CME,  St.  Paul-Ramsey  Med  Ctr,  640  Jackson  St,  St.  Paul, 
MN  55101.  Phone:  (612)  221-3992. 

* * * 

Third  International  Vaginal  Surgery  Conference,  Ritz  Carlton, 
St.  Louis,  MO,  Mar  14-16.  AMA  Category  I credit  avail. 
Contact:  Off  of  Academic  Affairs,  Hennepin  County  Med 
Ctr,  701  Park  Ave,  Minneapolis,  MN  55415.  Phone:  (612) 
347-2075. 

* * 4: 

Occupational  Medicine  Update:  Selected  Topics  in 
Occupational  Medicine,  Holiday  Inn  East,  St.  Paul,  MN,  Mar 
22.  Fee:  $125.  6.5  hrs  AAFP  & AMA  Category  I credit. 
Contact:  Registrar,  Cont  Educ,  Midwest  Ctr  for 
Occupational  Hlth  & Safety,  640  Jackson  St,  St.  Paul,  MN 
55101.  Phone:  (612)  221-3992. 

* * * 

Minnesota  Surgical  Winter  Meeting  Sheraton  Steamboat 
Resort,  Steamboat  Springs,  CO,  Mar  24-29.  Fee:  $450.  22.5 
hrs  AMA  Category  I credit.  Contact:  Registrar,  CME,  St. 
Paul-Ramsey  Med  Ctr,  640  Jackson  St,  St.  Paul,  MN  55101. 
Phone:  (612)  221-3992. 

**  * 

Adolescent/Pediatric  Medicine,  Mary  Lanning  Mem  Hosp, 
Hastings,  NE,  Mar  27.  Contact:  Center  for  Cont  Educ,  U of 
Neh  Med  Ctr,  600  S 42nd  St,  Omaha,  NE  68198-5651.  Phone: 
1-800-228-9630. 

April 

Annual  Obstetrics  & Gynecology  Update,  St  Paul-Ramsey 
Med  Ctr,  Apr  4-5.  12  hrs  AMA  Category  I credit.  Contact: 
CME,  St.  Paul-Ramsey  Med  Ctr,  640  Jackson  St,  St.  Paul, 
MN  55101.  Phone:  (612)  221-3992. 

* * * 

Family  Practice  Review,  U of  Neb  Med  Ctr  Campus,  Omaha, 
NE,  Apr  8-9.  Contact:  CME,  U of  Neb  Med  Ctr,  600  S 42nd 
St,  Omaha,  NE  68198-5651.  Phone:  1-800-228-9630. 

* * * 

Twelfth  Annual  Symposium,  Topics  in  Clinical  Medicine, 
Ramkota  Inn,  Sioux  Falls,  SD,  Apr  12-13.  10  hrs  AMA 
Category  I credit.  Contact:  Michael  Ferrell,  MD,  Central 
Plains  Clinic,  2727  S Kiwanis  Ave,  Sioux  Falls,  SD  57105. 
Phone:  (605)  331-3490. 

*** 


Critical  Care  Medicine  91,  Fifth  Annual  Review  and  Update, 

Crowne  Plaza  Hotel,  Rockville,  MD,  Apr  17-21.  Fee:  $695. 
37.5  hrs  AMA  Category  I credit.  Contact:  Svetlana  Lisanti, 
Conf  Admin,  Ctr  for  Bio-Medical  Communication,  80  W 
Madison  Ave,  Dumont,  NJ  07628.  Phone:  (201)  385-8080. 

* * * 

Eighth  National  Conference  on  Prescription  Medicine 
Information  and  Education,  Mcmaging  Diversity  in  Medicine 
Communication,  Omni  Shoreham  Hotel,  Washington,  DC, 
Apr  21-23.  Contact:  NCPIE  Conference,  666  Eleventh  St, 
NW,  Ste  810,  Washington,  DC  20001.  Phone:  (202)  347-6711. 

May 

Ophthalmic  Revtiews,  Rochester,  MN,  May  10-11.  Contact: 
Postgraduate  Courses,  Section  of  Cont  Educ,  Mayo 
Foundation,  Rochester,  MN  55905.  Phone:  1-800-323-2688. 

* * * 

Eourteenth  Annual  National  Conference  on  Rural  Health: 
Harvesting  Our  Experience,  Westin  Hotel,  Seattle,  WA,  May 
19-22.  Contact:  National  Rural  Health  Association,  301  E 
Armour  Blvd,  Ste  420,  Kansas  City,  Missouri  64111.  Phone: 
(816)  756-3140. 

July 

Ninth  Annual  Medical  Seminar,  Plummer’s  Great  Slave  Lake 
Lodge,  Northwest  Territories,  Canada,  July  20-27.  23  hrs 
AMA  Category  I credit.  Contact:  Joseph  Bocklage,  MD,  103 
Oakdale  Med  Ctr,  3366  Oakdale  Ave,  N,  Minneapolis,  MN 
55422.  Phone: (612)  588-9478.  # 


AMERICAN  MEDICAL  TELEVISION  on  the  Discovery 
Channel  every  Sunday  from  9 am  to  11  am.  Central  Stan- 
dard Time.  This  program  shows  the  latest  clinical 
advances,  legislative  and  socioeconomic  news  and  offers 
CME  credit.  For  more  information  call  1-800-6000. 


Directory  of  this  Month’s  Advertisers 
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G.  D.  Searle  & Co  Cover  4 
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A BRIGHT  IDEA 
TO  START  WITH... 


SUSTAINED-RELEASE  CAPLETS 


Address  medical  inquiries  to: 
G.D.  Sear/e  & Co. 

Medical  & Scientific 
Information  Department 
4901  Seade  Parkway 
Skokie,  IL  60077 

SEARLE 


© 1991,  G.D.  searie  & Co. 


A90CA5348T 


G.  0.  Sesrie  & Co. 

Sox  5110,  Chicago,  IL  6068C 


‘ recm 
Res  A 


N A 


1 


River 


N O R|-Trl.  , 

^Garrison  Re^ 

I / D-A  K p T A " 

' o Mandanci.  Jamestowf 

0 Dickinson  ^Bismarck 


NCrc 


^ ^ Hibbing  oVii 

Crookston  O 

Leech  L.^y'  'aOulutl 

oorhead  6j 


A 


Wahpeton* 





^iOahe 

Aberdeen o 
1 Res.  ^ 


fieridan  l\i 

o a\« 

d, 


-^-cv 

LMd\^ 


S OAU  T H 

K-  PierrpSii 


'^1  Watertown 


o 'r^ Pierre5o*J 
ck  oRapid  City  I^-A 

Hills  / D A K O T 


iHuron 


I fi 

<st.  ^ 

^Cioud 

j^inneapolisi^^^‘ 

/^bauJt 


tING 


Hot  Springs 


Fort  Randall  /fes?^itchell^ 

SiouxvFalls  ' 

Yankton  7^ 


jMankato 

Austirij 


Mason  City'^ 
O 


Lararnie 

^CjTeyennelA  j 


Fort  Dodge 

SiouxCity 

Lirsh^townO- 

1 . Newtono^^ 

y Fremont  \ ngsMOinCSV 

h 1 ' OcW; 


Grand 


Oskaloosa 

nttumv 


In  South  Dakota, 

Preventive  Medicine  Has  a New  Name 


The  Doctors’  Company. 

An  established,  responsible  professional  lia- 
bility underwriter  with  a reputation  — and  a 
record  — for  providing  the  most  comprehensive 
coverage  for  our  members. 

Therefore,  we're  proud  to  welcome  South 
Dakota  physicians  to  The  Doctors’  Company. 

We’re  the  largest  doctor-owned,  doctor-man- 
aged  liability  insurer  in  the  nation.  And  our 
rating  — A -I-  (Superior)  — by  the  authorita- 
tive independent  analyst  A.M.  Best  Company,  is 


the  industry’s  highest. 

We’ve  pioneered  lower  premiums  in  many 
states.  Our  risk  management  programs  are 
among  the  most  innovative  and  effective  in  the 
country.  And  our  retirement  tail  conversion 
credit  provides  up  to  four  years  credit  toward 
free  retirement  tail  when  you  convert  from 
another  claims-made  carrier. 

Get  to  know  us.  South  Dakota.  The  Doctors’ 
Company.  The  best  preventive  medicine  you  can 
call.  ToU-free  (800)  252-0512. 


The  Doctors'  Company 


The  Doctor-Owned,  Doctor-Managed  Professional  Liability  Specialists. 

Represented  in  South  Dakota  by: 

The  Doctors'  Agency  of  South  Dakota 
(800)  252-0512 
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|^moke...there  may  be  bronchitis 


“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
Immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  Infection.” 

Am  Fam  Phys  1987;36:133-140 


Pulvules*' 
250  mg 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brief  Summary. 

Consult  the  pai^age  literature  for  preserving  infarmatkm. 
indication:  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci). 

Contraindication:  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY,  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  caubously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered In  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Disconfinue  Ceclor  In  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  ce^alosporins. 

• Cecloi  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  In  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laborato.'y  studies  should  be  made, 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointesUnal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy.  lactaUon,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  pabeni.s. 


Adverse  ReacHuns:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include; 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs' 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  seruBi-sickness-like  reactions  have  been  rootled 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-iike 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a tew  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reacbons  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy, 

• Gastrointestinal  (mostly  diarrhea):  2,5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  soranotence  have 
been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Atoormallties  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutrop^ia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum  ' , 
creatinine. 

• Posibve  direct  Coombs'  test. 

• False-positive  tests  tor  urinary  glucose  with  Benedict's 
or  Fehling's  solution  and  Clinitest*  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  [021490Lffll  - : , v.f 

Additional  information  avaifable  to  the  profession 
on  reguest  from  Ell  Lilly  and  Company,  Indianapolis, 

Indiana  46285. 

Eli  Liy  Industries,  Inc  , v .j? 

Carolina,  Puerto  Rico  00630 
A Subsidi^  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
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Buying  Price  Alone  May  Leave 
You  With  A Few  Holes 


The  purchasing  decision  for  your  professional  liability 
insurance  can  be  crucial.  You  need  to  be  wholly  covered, 
but  you  could  find  yourself  covered  with  holes.  A 
selection  based  on  price  could  produce  short-term 
savings,  but  hurt  you  in  the  long  run. 

With  ICA,  you’ll  get  what  you  pay  for... the  strongest 
consent-to-settle  clause  in  the  industry,  in-house  claims 
attorneys  to  answer  your  questions,  and  superior,  tough 


counsel  to  defend  you.  When  it’s  time  to  renew  your 
policy,  remember  the  specialists  in  professional  liability, 
Call  1(800)  899-2356.  Nothing  will  be  missing 
in  your  protection. 

INSURANCE 
CORPORATION 
OF  AMERICA 
Houston,  Texas 


Pleural  Effusion  With  Rheumatoid  Arthritis 


Karen  A.  Stanek,  MD,  PhD*^ 
K.  Alan  Mills,  MD^ 


ABSTRACT 

Pleural  elTusions  complicating  rheumatoid  arthritis  occur  most  commonly  in  middle-aged  men.  The  majority  of 
these  individuals  will  he  symptomatic  with  pleuritic  chest  pain  and/or  dyspnea.  Rheumatoid  pleural  effusions  have 
distinct  chemical  characteristics  including  elevated  LDH,  low  glucose  and  low  pH.  The  finding  of  a rheumatoid 
nodule  on  pleural  biopsy,  is  pathognomonic  of  a rheumatoid  associated  pleural  effusion.  IVeatment  of  this  spectrum 
of  the  disease  is  aimed  at  preventing  progressive  pleural  fibrosis. 


The  spectrum  of  rheumatoid  lung  disease  has  only 
been  recognized  in  the  past  forty  years.  Only  about 
3%  of  patients  with  rheumatoid  arthritis  develop  clini- 
cally demonstrable  rheumatoid-associated  pleural 
effusions.^  The  following  case  study  provides  a typical 
example  of  the  most  common  thoracic  manifestation  of 
rheumatoid  disease. 

Case  Report 

The  patient  is  a 64-year  old  male  who  had  been  diagnosed 
with  rheumatoid  arthritis  for  approximately  10  years.  He 
had  involvement  of  most  Joints.  His  symptoms  included 
early  morning  stiffness  and  intermittent  Joint  swelling. 
Over  the  past  2-3  years,  he  had  developed  uncomplicated 
rheumatoid  nodules.  His  therapy  has  included  non- 
steroidal anti-inflammatory  medications  and  that  of 
localized  corticosteroid  injections.  Five  months  prior  to 
admission,  he  suffered  an  episode  of  "pneumonia",  after 
which  he  was  left  with  persistent  bilateral  pleural  effusions. 

Pertinent  physical  findings  included  decreased  chest  ex- 
pansion, basilar  dullness,  and  loud  pleural  rubs  bilaterally. 
There  was  decreased  range  of  motion  affecting  the  Joints  of 
the  hands,  wrists,  elbows,  and  shoulders.  Lower  body  Joint 
changes  were  minimal. 

Pulmonary  function  studies  demonstrated  a restrictive 
pattern  with  a total  lung  capacity  equal  to  12%  of  the 
predicted  value.  Single  breath  diffusion  capacity  was  also 
markedly  decreased  at  44%  of  the  predicted  value.  There 
was  considerable  reduction  in  both  the  FVC  and  FEV-1, 
probably  in  part  related  to  the  decrease  in  lung  volume,  but 
also  indicating  probable  airway  involvement. 

The  actual  fVc  was  2.79  liters  and  the  FEV-1  was  1.96 
liters.  Diffusion  was  also  decreased  with  DLCO  equaling 
44%  of  the  predicted  value. 

The  chest  x-ray  and  bilateral  decubitus  films 
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demonstrated  pleural  effusions,  greatest  on  the  left.  (Figure 
1)  Seven  hundred  and  fifty  cc  of  yellow-green  fluid  was 
removed  by  thoracentesis  and  pleural  biopsy  via  a Cope 
needle  was  performed.  Tbe  laboratory  tests  performed  on 
the  pleural  fluid  revealed:  protein  - 5.1  g/dl;  glucose  - 4.0 
mg/dl;  pH  7.0;  LDH  - 2,489  U/L;  triglycerides  - 83  mg/dl; 
complement  (C4)  -3.0  mg/dl  (normal  15-45);  total  comple- 
ment (CH  50)  was  a 4 gm/dl  (normal  64-192).  The 
rheumatoid  factor  titer  was  positive  with  a ratio  of  1:40. 
Serum  labora-tory  values  included  a rheumatoid  factor  ratio 
of  1:320,  serum  total  complement  (CH  100)  of  115  mg/dl, 
sedimentation  rate  of  75  mm,  and  a positive  FANA  of  1:40 
with  a speckled  pattern.  Micro-biologic  studies  performed 
on  the  pleural  fluid,  including  cultures  for  acid-fast  bacilli 
and  fungi,  were  negative. 

PATHOLOGIC  FINDINGS: 

A pleural  biopsy  demonstrated  a thickened  fibrotic 
stroma  which  included  an  increase  in  capillaries  and  a 
mild  lymphocytic  infiltrate.  (Figure  2)  Overlying  the 
fibrous  tissue,  was  a loosely  cohesive  layer  of  granular 
appearing  histiocytes,  occasional  multi-nucleated  giant 
cells  and  abundant  eosinophilic  granular  debris. 
(Figure  3)  Polarized  microscopy  revealed  no  in- 
tracytoplasmic  foreign  material.  Special  stains  for 
micro-organisms  including  Gomori’s  Methenamine  Sil- 
ver Nitrate  for  fungi  and  Auramine-O  for  acid-fast 
bacilli,  were  negative.  These  findings  represent 
granulomatous  pleuritis,  consistent  with  rheumatoid 
disease. 

DISCUSSION 

The  major  differential  diagnosis  of  granulomatous 
pleuritis  includes  that  of  tuberculosis,  fungal  infection, 
sarcoidosis,  a foreign  body  reaction,  and  rheumatoid 
disease.  Pleural  granulomas  may  also  occur  with 
Hodgkin’s  disease,  non-Hodgkin’s  lymphoma,  semi- 
noma, and  thymoma.^  In  the  past,  the  histopathologic 
diagnosis  of  rheumatoid  pleuritis  was  one  of  exclusion, 
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based  upon 
negative  special 
stains  for  micro- 
organisms and 
the  lack  of  the 
typical  "hard 
epithelioid  and 
confluent 
granulomas"  of 
sarcoidosis. 

Rheumatoid 
pleuritis  is  the 
most  common 
intrathor acic 
manifestation  of 
rheumatoid 
arthritis.  It  is 
most  prevalent 
in  middle-aged 
men  over  40 
years  of  age, 
despite  the 
higher  incidence 
of  rheumatoid 
arthritis  in 
women.  The 
ratio  of  men  to  women  with  pleural  effusions  associated 
with  rheumatoid  arthritis  is  7.5%  vs  1.6%.^  Eighty  per- 
cent of  patients  with  pleural  effusions  will  have 
subcutaneous  rheumatoid  nodules,  usually  on  the  ex- 
tensor surface  of  the  elbows  or  wrists.^  Patients  with 
rheumatoid  pleuritis  may  or  may  not  have  pleural  ef- 
fusions. If  a pleural  effusion  is  associated  with 
rheumatoid  arthritis,  it  usually  occurs  within  the  first 
decade  of  arthritic  symptoms.  However,  it  can  precede 
the  development  of  rheumatoid  arthritis  or,  on  oc- 
casion, can  occur  simultaneously  with  the  development 
of  rheumatoid  arthritis.^  The  fluid  tends  to  persist 
unchanged  from  months  to  years.  The  majority  of  these 
patients  are  symptomatic,  with  the  chief  complaint 
being  dyspnea  secondary  to  fluid  accumulation.  Oc- 
casionally, they  may  experience  pleuritic  chest  pain. 
Fever  is  unusual  with  this  type  of  pleural  effusion.  The 
majority  of  pleural  effusions  associated  with 
rheumatoid  arthritis  are  unilateral,  ranging  from  small 
to  large  in  size,  and  occupying  less  than  50%  of  the 
hemithorax. 

There  are  very  specific  biochemical  characteristics  of 
rheumatoid  arthritic  pleural  effusions.  The  majority  of 
the  effusions  are  serous  exudates  with  lymphocytes 
being  the  most  predominant  cell  type.  The  color  is 
yellow  to  green  and  is  often  cloudy  in  appearance.  The 
protein  content  is  high,  us,  ally  greater  than  3 gm/dl. 
LDH  is  usually  greater  than  700  international  units  per 
liter.  Glucose  is  usually  less  than  40  mg/dl  and  often  less 
that  20  mg/dl.  Likewise,  the  pH  is  low,  usually  below 
7.20.^  The  rheumatoid  factor  titers  are  usually  high  and 
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Figure  2 

Thickened  and  fibrotic  pleural  stroma  with  lamellar  col- 
lagen and  increased  capillaries.  A loosely  cohesive  exudate 
overlies  the  collagen,  replacing  the  normal  mesothelial 
lining.  (Hematoxylin-Eosin,  x 100). 


Figure  3 

High  power  demonstrates  the  granular  histiocytes, 
epitheloid  cells,  abundant  granular  debris  and  a multi- 
nucleated  giant  cell  (arrow).  Wave-like  collagen  is  evident 
at  base  of  arrow.  (Hematoxylin-Eosin,  x 400). 

quite  often  are  higher  than  those  found  in  the  serum. 
Complement  levels  may  be  low. 

Gross  pathologic  examination  of  the  pleural  surfaces 
in  patients  with  rheumatoid  pleuritis  reveals  lesions  that 
range  from  small  fibrous  plaques  to  extensive  reactive 
fibrosis."*  The  thickened  visceral  pleural  surfaces  are 
frequently  studded  with  small  nodules. 

On  pleural  biopsy,  rheumatoid  lung  nodules  are  ac- 
tually an  uncommon  finding.  This  is  partly  because  they 
are  often  confined  to  the  visceral  pleura  which  is  rarely 
biopsied  and  partly  due  to  the  small  amount  of  tissue 
which  is  recovered.^  Histologically,  a rheumatoid 
nodule  consists  of  central  eosinophilic  fibrinoid 
necrosis  bordered  by  palisaded  histiocytes  and/or 
fibroblasts,  and  scattered  multinucleated  giant  cells,  all 
rimmed  by  lamellar  collagen.  The  histologic  findings 
that  are  usually  seen  in  biopsy  specimens  are  best 
likened  to  an  opened  up  rheumatoid  nodule  which 


Figure  1 

Left  lateral  decubitus  x-ray  which 
shows  the  majority  of  the  pleural 
effusion  to  be  in  the  left 
hemithorax. 
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exposes  the  nccrobiotic  center  to  the  pleural  cavity.^ 
The  pleural  surface  shows  an  absence  of  the  normal 
mesothelial  cell  lining  and  is  replaced  by  a membrane 
composed  of  granular  debris,  pseudostratified 
epithelioid  cells  and  multinucleated  giant  cells.  This 
membrane  overlies  the  fibrous  wave-like  pleural  stroma 
which  contains  increased  capillaries  and  a mild  lym- 
phocytic infiltrate.  The  epithelioid  cell  membranes  may 
be  seen  separate  from  the  fibrous  stroma  as  they  are 
easily  denuded.  This  accounts  for  the  frequent  findings 
of  only  non-specific  chronic  inflammation  and  fibrosis 
in  some  biopsies.^’^ 

Rheumatoid  pleuritis  can  result  in  progressive  severe 
pleural  thickening.  Some  patients  may  even  develop 
empyema  associated  with  the  pleural  effusion.  Al- 
though a similar  picture  of  necrotic  debris  with 
multi-nucleated  giant  cells  might  be  expected  in 
pleuritis  containing  infectious  and  necrotizing 
granulomas,  this  is  usually  not  the  case.  With  an  infec- 
tious process,  the  granulomas,  are  very  small,  usually 
well-circumscribed  and  localized  compared  to 
rheumatoid  nodules.  An  infectious  granuloma  is  also 
less  likely  to  shed  multinucleated  giant  cells  into  the 
effusion. 

Is  pleural  biopsy  consistently  helpful  in  patients  with 
rheumatoid  arthritis  and  pleural  effusions?  The  answer 
is  probably  not.  Should  one  be  fortunate  enough  to 
actually  biopsy  part  of  a rheumatoid  nodule  (as  in  this 
case),  it  could  be  diagnostic  for  a rheumatoid  arthritic 
effusion.  A pleural  biopsy  may  be  helpful,  however,  in 
ruling  out  malignant  disease  or  other  cause  of  pleuritis. 

The  treatment  for  most  patients  with  rheumatoid 
pleural  effusions  is  believed  to  be  a non-steroidal  anti- 
inflammatory agent.  Only  one-third  of  patients  require 
systemic  corticosteroids  for  pleural  disease  and  these 
are  effective  in  approximately  75%  of  the  cases.  Of 
note,  is  that  approximately  50%  of  patients,  both  treated 
and  untreated,  undergo  resolution  of  the  pleural  dis- 
ease within  about  four  months  of  onset.^  The  main  goal 
in  treatment  of  pleural  effusions  is  to  prevent  the 
progressive  pleural  fibrosis.  In  a few  cases,  pleural 
fibrosis  may  be  severe  enough  to  warrant  a decortica- 
tion. 
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PRO  Preauthorization 
Process  Update 


A change  in  South  Dakota  Foundation  for  Medical  Care’s  Medicare 
preauthorization  process  will  occur  effective  March  1, 1991,  for  the  ten  procedures 
subject  to  preauthorization. 

Preauthorization  requests  that  are  approved  before  the  patient’s  admission  to  the 
hospital,  or  outpatient,  or  ASC  area  will,  when  approved,  continue  to  be  given  a 
ten-digit  authorization  number. 

If  the  physician  or  facility  contacts  the  PRO  for  an  authorization  number  after  the 
patient’s  admission  to  the  hospital,  or  outpatient,  or  ASC  area,  they  will  be  given 
a specially  assigned  ten-digit  number  for  billing  purposes.  This  number  will 
enable  physicians  and  facilities  to  bill  promptly.  For  authorization  sought  after 
the  admission.  South  Dakota  Foundation  for  Medical  Care  will  only  collect  the 
patient’s  name,  facility.  Medicare  number,  procedure,  physician,  and  date  of 
procedure  and  admission.  These  cases,  however,  will  be  subject  to  full 
retrospective  chart  review  at  a later  date. 

South  Dakota  Foundation  for  Medical  Care  encourages  your  cooperation  by 
securing  authorization  numbers,  whenever  possible,  prior  to  the  patient’s 
admission.  This  change  in  procedure  will  unfortunately  result  in  increased 
retrospective  PRO  chart  review  for  physicians  that  have  not  sought  authorization 
before  the  patient’s  admission. 
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Excepting  Congress  which  freely  and  without  com- 
punction votes  itself  pay  raises,  the  rest  of  our 
society  is  being  told  that  we  must  tighten  our  belts  in 
order  to  help  our  country  cope  with  increasing 
budgetary  stress.  High  on  the  hit  list  along  with 
physician’s  services  is  the  constraint  now  being  placed 
on  medieal  technology.  The  most  vociferous  advocates 
for  rationing  technology  argue  that  it  is  more  socially 
responsible  to  provide  a basic  benefit  package  for  all 
than  to  develop  expensive  new  high-tech  services  that 
may  primarily  benefit  the  rich.  This  argument 
ludicrously  equates  advanced  technology  with  luxury 
and  it  implies  that  our  country  can  no  longer  afford  such 
luxury. 

The  latest  assault  on  technological  services  providing 
access  to  smaller  outlying  medical  communities  is  the 
proposed  cut  in  payments  for  lithotripsy.  Under  the 
new  proposed  governmental  guidelines,  reimburse- 
ment for  lithotripsies  provided  by  mobile  units  to 
outlying  and  rural  areas  will  be  cut  so  drastically  that  the 
operators  of  these  units  have  stated  that  they  could  no 
longer  afford  to  provide  this  service.  Also  targeted  are 
CT  scanners,  kidney  dialysis,  organ  transplantation, 
MRI,  and  new  cancer  treatments.  Supposedly,  the  new 
RBRVS  system  which  has  begun  to  be  implemented  this 
year  will  lower  payments  for  procedures  and  increase 
payments  for  primary  care  services.  However,  these 
differences  will  only  be  relative  and  in  all  cases  the 
reimbursement  levels  will  be  much  less  than  those  al- 
lowed under  the  present  MAAC  system. 

Many  expensive  technologies,  though  vigorously  op- 
posed at  first  by  overzealous,  poorly  informed  social 
planners,  have  subsequently  proved  to  be  invaluable 
and  in  the  long  run  have  resulted  in  significant  economic 
savings  for  our  society.  Certificate  of  Need  Commis- 
sions initially  fought  the  spread  of  computed 
tomographic  scanners.  Now  that  CT  is  widespread, 
amazingly,  it  has  become  affordable.  More  to  the  point, 
CT  has  eliminated  pneumoencephalograms,  decreased 
arteriograms,  replaced  many  isotope  scans,  replaced 
many  diagnostic  laparotomies,  and  in  general  has  saved 
considerable  money. 

Canadians  come  to  the  United  States  today  for 
lithotripsy,  open  heart  surgery,  and  other  high-tech  ser- 
vices that  are  scarce  in  their  country  under  their  medieal 
system.  What  would  they  do  without  us  next  door,  and 
what  will  we  do  if  we  adopt  their  system  and  have  only 
their  system  next  door  to  us?  Who  will  develop  new 
drugs,  treatments,  medical  equipment,  and  other  medi- 
cal technology  for  the  both  of  us?  Where  else  can  as 
many  citizens  have  their  cataracts  extracted  and 
replaced  with  intraocular  lenses  despite  their  age? 


Where  else  do  patients  have  access  to  the  myriad  of 
prostheses  for  treatment  of  a variety  of  conditions  from 
cancer  to  crippling  orthopedic  diseases?  Where  else 
are  plastic  surgery,  heroic  reconstructive  surgery,  ad- 
vanced methods  of  insulin  delivery,  or  neonatal  surgery 
available?  The  United  States  healthcare  product  is 
distinguished  by  the  superiority  of  US  technology.  As 
the  more  expensive,  intermediate  stage  technology  is 
refined  and  disseminated,  the  cost  of  its  application 
diminishes  despite,  and  in  part  because  of  the  impor- 
tance of  reducing  medical  expenditures.  Research  is 
our  real  investment  in  the  future.  As  each  technology 
reaches  its  end  stage  in  development,  money  is  saved. 
However,  this  cost  savings  stage  will  not  be  attained 
without  first  passing  through  the  more  expensive  initial 
and  intermediate  stages  of  development.  Penny-wise, 
pound-foolish  attempts  to  contain  costs  can  keep  us 
arrested  at  the  most  expensive  state  of  technological 
development. 

The  citizens  of  this  country  will  enjoy  continued  ad- 
vances in  medieal  knowledge  only  if  we  protect  the 
resources  and  the  environment  that  are  necessary  to 
nurture  research.  Under  a single  payor  system,  this 
money  will  be  whittled  away  year  after  year  by  those  who 
borrow  from  it  to  satisfy  the  special  interests  of  the 
moment.  To  the  extent  that  our  planners  and  payors  are 
supremely  farsighted  and  rational,  they  may  be  able  to 
preserve  incentives  for  the  continuing  advancement  of 
medical  science.  Unfortunately,  however,  this  is  some- 
thing they  never  are.  # 
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Editorial 


Reflections  on  Preserving  the  Passion 

Jerome  W.  Freeman,  MD,  Editor 

Recently,  a medical  school  faculty  member 
recounted  that  his  college-aged  daughter  had 
begun  to  show  some  interest  in  medicine  and  wanted  to 
talk  to  him  about  this.  Her  request  came  on  a day  when 
my  friend  was  on  call  and  extremely  busy  and  frustrated. 
He  ruefully  acknowledged  to  me  that  his  response  and 
enthusiasm  to  her  interest  of  that  day  was  less  than  he 
felt  it  should  have  been.  His  experience  points  out  a 
twofold  truth.  First  of  all,  those  of  us  in  medicine  are  in 
a very  demanding  and  intense  profession.  Secondly, 
and  because  of  this  first  circumstance,  it  is  certainly 
possible  to  become  overwhelmed,  frustrated  or  embit- 
tered by  the  pressures  and  concerns  of  our  professional 
lives. 

In  their  recent  book.  Medicine:  Preserving  the  Pas- 
sion} authors  Manning  and  DeBakey  address  such 
issues  in  medicine  from  the  perspective  of  a number  of 
medicine’s  teachers  and  practitioners.  In  so  doing,  they 
stress  that  continued,  lifelong  learning  and  teaching  can 
be  fundamental  to  a satisfying  career  in  medicine. 

I am  struck  by  the  title  of  their  book,  as  well  as  their 
message.  It  certainly  is  fortunate  for  anyone  to  be  able 
to  view  his  or  her  life’s  work  as  a passion.  For  many 
careers,  such  devotion  and  intensity  would  seem  unlike- 
ly, or  even  farfetched.  Medicine,  however,  can  readily 
lend  itself  to  great  personal  satisfaction,  and  even  to 
passionate  enthusiasm.  Unfortunately,  many  prac- 
titioners today  seem  to  lack  unbridled  relish  for  their 
work.  The  incredible  demands  of  medical  practice, 
plus  the  increasingly  frustrating  regulations  amd  limita- 
tions, make  mediccJ  practice  seem  less  attractive  than  it 
may  have  seemed  in  the  past. 

Perhaps  what  we  need,  both  individually  and  as  a 
profession,  is  to  find  ways  to  rekindle  our  passion  for 
what  we  do.  A commitment  to  lifelong  continuing 
education  and  to  teaching  may  offer  ways  to  help 
achieve  that  end.  Certainly  if  one  is  motivated  to  study 
and  refine  one’s  knowledge  and  expertise,  one  is  more 
likely  to  continue  to  find  enjoyment  and  challenges  in 
one’s  daily  work.  By  assuming  the  role  of  teacher,  one 
necessarily  adopts  an  attitude  of  continued  learning. 
Teaching  can  ^llso  be  a source  of  great  inspiration  and 
challenge  in  itself.  By  donating  time  to  continuing 
education  programs  for  our  physician  colleagues  and 
other  healthcare  personnel,  we  can  cleau^ly  enhance  the 
current  level  of  health  care  in  our  communities. 
Moreover,  through  the  education  of  our  medical  stu- 
dents and  residents,  we  can  exert  a major  influence  on 
the  attitudes  and  competence  of  medical  practitioners 


for  years  to  come.  Also,  the  physician  obviously  has 
many  opportunities  to  educate  patients  and  families. 

To  act  in  such  educational  roles  can  be  viewed  as 
fundamental  to  our  profession  as  physicians.  Indeed,  it 
speaks  to  the  very  etymology  of  the  word  doctor,  which 
arises  from  the  Latin  "docere"  meaning  "to  teach". 

In  South  Dakota,  many  of  us  throughout  the  state  are 
fortunate  to  have  the  opportunity  to  teach  and  interact 
with  medical  students  and  residents  in  training.  The 
"school  without  walls"  concept  that  brings  medical  stu- 
dents to  many  smaller  communities  and  practices 
throughout  the  state  can  serve  to  benefit  us  in  our  roles 
as  teachers,  as  much  as  it  benefits  the  students. 

Perhaps  we  need  to  remind  ourselves  more  often 
about  what  is  good  in  medicine  and  about  why  it  is 
possible  to  be  passionately  enthusiastic  and  proud  of 
our  profession  and  the  role  we  occupy  in  society.  Cer- 
tainly this  is  not  to  say  that  this  perspective  can  eliminate 
the  frustrations  and  exhaustion  which  frequently  ac- 
company medical  practice.  However,  we  may  find  a 
respite  from  those  hard  times  and  continue  to  find  new 
challenges  in  our  practices  and  teaching  endeavors  if  we 
succeed  in  reminding  ourselves  that  the  true  essence 
and  focus  of  medicine  warrants  "preserving  the  pas- 
sion". # 

REFERENCES 

1.  Manning,  PR,  DeBakey  L:  Medicine:  Preserving  the  Passion.  New 
York,  Springer-Verlag,  1987. 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


MARCH  1991 


67 


PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 


Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education,  service 
and  research  for  South  Dakotans' 


Hyperlipoproteinemias:  Part  II^ 
Screening  and  Patient  Classification 

H.  Bruce  Vogt,  MD“ 


ABSTRACT 

The  National  Cholesterol  Education  Program  recommends  measuring  the  total  nonfasting  serum  cholesterol  in 
all  individuals  20  years  of  age  or  older.  By  definition,  a desirable  level  is  less  than  200  mg/dL,  borderline-high  is 
200-239  mg/dL,  and  high  is  greater  than  or  equal  to  240  mg/dl.  Subsequent  classification  is  based  on  the 
LDL-cholesterol  level  with  a value  of  less  than  130  mg/dL  considered  to  be  desirable.  The  appropriate  approach  to 
screening  for  hypercholesterolemia  in  children  and  the  elderly  is  debated  and  awaits  definitive  recommendations. 


INTRODUCTION 

The  National  Cholesterol  Education  Program,^  in- 
itiated in  November,  1985  by  the  National  Heart, 
Lung,  and  Blood  Institute  (NHLBI)  of  the  National 
Institutes  of  Health  (NIH),  is  an  effort  to  help  decrease 
the  morbidity  and  mortality  from  coronary  heart  disease 
in  the  United  States.  The  leadership  body  of  the  pro- 
gram is  a Coordinating  Committee  with  representatives 
from  numerous  major  health  related  organizations  in- 
cluding, to  name  a few,  the  American  Medical 
Association,  the  American  Heart  Association,  the 
American  Academy  of  Family  Physicians,  the 
American  Academy  of  Pediatrics,  the  American  Col- 
lege of  Physicians,  the  American  College  of  Cardiology, 
and  the  American  Dietetic  Association.  Three  expert 
panels  have  been  formed  with  the  adult  treatment  panel 
responsible  for  "providing  specific  guidelines  for  the 
detection,  evaluation,  and  treatment  of  high  blood 
cholesterol  levels  in  adults."^  Their  recommendations 
are  specified  in  this  paper. 

SCREENING 

It  is  the  recommendation  of  the  National  Cholesterol 
Education  Program  that  a total  nonfasting  serum 
cholesterol  level  be  measured  in  all  adults  20  years  of 
age  or  older.  By  definition,  a desirable  total  blood 


1.  The  second  of  4 parts.  Part  III  will  be  in  the  May  issue. 

2.  Professor,  Department  of  Family  Medicine;  Dean,  Graduate 
Medical  Education,  USD  School  of  Medicine.  Director  of  Medical 
Education,  McKennan  Hospital,  Sioux  Falls,  SD. 


cholesterol  is  less  than  200  mg/dL,  borderline-high 
blood  cholesterol  is  200-239  mg/dL  emd  high  blood 
cholesterol  is  greater  than  or  equal  to  240  mg/dl.  Bor- 
derline or  high  blood  cholesterols  must  be  confirmed  by 
repeat  measurement  in  one  to  eight  weeks.  If  the  level 
is  within  30  milligrams,  the  average  of  the  two  values  can 
be  used.  Otherwise  a third  test  should  be  obtained 
within  another  one  to  eight  weeks  and  the  average  of  the 
three  values  used.  The  need  to  confirm  an  abnormal 
level  of  serum  cholesterol  in  more  than  one  sample  is 
important  as  cholesterol  levels  can  fluctuate  consider- 
ably from  day  to  day. 

CLASSIFICATION 

Patients  are  initially  classified  on  the  basis  of  the  total 
serum  cholesterol  level.  Subsequent  decisions  are 
guided  by  the  level  of  total  serum  cholesterol  and  the 
assessment  of  other  coronary  heart  disease  risk  factors. 
Other  nonlipid  risk  factors  are  noted  in  Table  I. 

Initial  Classification 

Patients  with  cholesterol  levels  within  the  desirable 
range  (less  than  200  mg/dL)  should  be  provided  dietary 
information,  risk  factor  education,  and  advised  to  have 
another  serum  cholesterol  within  5 years.  Patients  with 
borderline-high  cholesterol  levels  (200-239  mg/dL)  and 
without  coronary  heart  disease  or  two  additional  risk 
factors  should  be  given  dietary  education  (step-one 
diet)  and  followed  on  an  annual  basis. 

Those  individuals  with  borderline-high  cholesterol 
levels  (200-239  mg/dL)  who  have  definite  coronary 
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Table  I 

Nonlipid  Risk  Factors 
Male  Sex 

Family  history  of  premature  coronary 

disease 

Hypertension 

Low  HDL-Cholesterol  (<35) 

Diabetes  Mellitus 

History  of  definite  cerebrovascular  or 
occlusive  peripheral  vascular  disease 
Severe  Obesity  (^0%) 

Modified  from  the  Report  of  the  National  Cholesterol 
Education  Program  Expert  Panel  on  Detection,  Evalua- 
tion, and  Treatment  of  High  Blood  Cholesterol  in  Adults, 
p.  23. 


artery  disease  or  two  other  risk  factors,  and  those  in- 
dividuals with  high  blood  cholesterol  (greater  than  or 
equal  to  240  mg/dL)  need  a lipoprotein  analysis.  A 
lipoprotein  analysis  is  obtained  after  a 12-hour  fast  and 
includes  measurement  of  total  cholesterol,  HDL- 
cholesterol,  triglycerides,  and  an  estimation  of 
LDL-cholesterol.  Since  total  cholesterol  is  the  sum  of 
LDL-cholesterol,  HDL-cholesterol  and  VLDL- 
cholesterol,  LDL-cholesterol  can  be  calculated  from 
the  following  formula:  LDL-cholesterol  = total 
cholesterol  — HDL-cholesterol  — (triglyceride/five). 
Some  authorities  believe  a more  accurate  calculation  is 
obtained  by  dividing  the  triglyceride  level  by  six.  Be- 
cause of  the  triglyceride  component  of  this  formula,  it 
is  essential  that  blood  be  obtained  in  the  fasting  state  as 
serum  triglycerides  are  elevated  in  the  nonfasting  state. 
This  formula  is  not  accurate  if  the  patient’s  triglyceride 
value  is  above  400  mg/dL.  Once  again,  an  average  of 
two  to  three  measurements  obtained  one  to  eight  weeks 
apart  is  necessary.  If  values  differ  by  less  that  30  mil- 
ligrams, the  two  measurements  are  averaged.  If  not,  the 
average  of  three  measurements  is  calculated.  Sub- 
sequent classification  of  patients  is  then  based  on  the 
LDL-cholesterol  level. 

Classification  By  LDL-CholesteroI  Level 
The  expert  panel  defines  a LDL-cholesterol  level  of 
less  than  130  mg/dL  as  desirable;  levels  of  130-159 
mg/dL  as  borderline  risk;  emd  levels  greater  than  or 
equal  to  160  mg/dL  as  high  risk.  Patients  with  desirable 
LDL-cholesterol  levels  fall  into  the  same  class  as  those 
with  total  cholesterol  levels  less  than  200  mg/dL  and  are 
given  general  dietary  and  risk  factor  education  with 
recommendation  for  repeat  testing  within  five  years. 
Those  with  borderline-high  LDL  levels  (130-159 
mg/dL)  and  without  coronary  heart  disease  or  two  other 
risk  factors  are  provided  information  on  the  step-one 
diet  and  advised  to  be  reassessed  annually  at  which  time 
a total  cholesterol  is  repeated  and  dietary  and  risk 
factor  education  is  reinforced.  Patients  with  borderline 
levels  who  do  have  coronary  heart  disease  or  two  other 
risk  factors,  along  with  all  patients  in  the  high  risk 


LDL-cholesterol  group  (greater  than  or  equal  to  160 
mg/dL)  are  clinically  evaluated  and  enter  a cholesterol 
lowering  treatment  program  with  a specified  LDL- 
cholesterol  goal. 

Clinical  Assessment 

The  required  clinical  evaluation  includes  a careful 
medical  history,  physical  examination,  and  laboratory 
tests.  The  rationale  for  the  evaluation  is  threefold:  first, 
to  evaluate  for  a secondary  cause;  second,  to  determine 
if  a genetic  disorder  is  present;  and  third,  to  consider 
the  influences  of  age,  sex,  and  other  coronary  heart 
disease  risk  factors  which  are  useful  in  determining  the 
treatment  regimen  and  in  setting  goals.^  In  addition  to 
certain  disease  processes,  it  should  be  noted  that  a 
number  of  drugs  may  raise  the  LDL-cholesterol  level 
and/or  reduce  the  HDL-cholesterol  level  including 
most  diuretics,  progestins,  anabolic  steroids,  and  most 
beta-adrenergic  blocking  agents.^’^ 

The  ratios  of  total  cholesterol  to  HDL-cholesterol 
and  LDL-cholesterol  to  HDL-cholesterol  have  also 
been  used  in  assessing  coronary  artery  disease  risk. 
Castelli'^  attributes  the  ratio  of  total  to  HDL-cholesterol 
as  the  simplest  criterion  for  predicting  coronary  artery 
disease.  The  present  treatment  goal  for  this  ratio  is  to 
lower  it  to  less  than  4.5,  with  the  ideal  value  suggested 
to  be  less  than  3.5.  An  LDL-cholesterol  to  HDL- 
cholesterol  ratio  of  greater  than  4 is  markedly  abnormal 
with  a mean  level  in  American  adults  of  3.0.  An  ideal 
value  suggested  for  this  ratio  is  1.5. 

CHILDREN  AND  THE  ELDERLY 
Children 

Atherosclerosis  is  known  to  be  a lifelong  process. 
Coronary  atherosclerosis  has  been  demonstrated  in 
young  American  servicemen  killed  in  action  during  the 
Korean  and  Vietnam  Wars.^’^  There  has  been  concern, 
however,  that  a low  cholesterol  diet  for  children  may  not 
be  nutritionally  sound.^  The  American  Academy  of 
Pediatrics  (AAP)  is  concerned  about  universal  testing 
because  there  is  a lack  of  standardization  in  tests  and 
seasonal  and  diurnal  variability  in  cholesterol  levels.  It 
would  be  harmful  for  a sporadic  cholesterol  elevation 
to  result  in  a child  being  placed  on  a strict  diet  or 
drugs.^’^  The  U.S.  Preventive  Services  Task  Force^® 
expresses  concern  about  the  possible  psychological  ef- 
fects of  a child  being  labeled  as  hypercholesterolemic 
and  about  dietary  restrictions  possibly  interfering  with 
growth  and  development.  Another  concern  relates  to 
the  fact  that  specific  levels  defining  hyper- 
echolesterolemia  have  not  been  established  in 
children.^ ^ In  addition,  the  low  prevalence  of  hyper- 
cholesterolemia would  likely  yield  numerous 
false-positive  results  with  routine  screening.^®  Beren- 
son,^^  the  principal  investigator  in  the  Bogalusa  Heart 
Study,  a long  term  study  of  children  in  Bogalusa, 
Louisiana,  suggests  a level  at  or  above  160-165  mg/dL 
as  high  for  a child  and  believes  he  has  evidence 
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documenting  the  need  to  screen  preschool  age  children. 
Current  official  guidelines  from  the  previously  men- 
tioned organizations  and  the  National  Institutes  of 
Health  reeommend  only  sereening  children  with  a 
documented  family  history  of  hyperlipidemia  or  car- 
diovaseular  disease.^’^*  The  AAP  defines  the  latter  as 
a myocardial  infarction  in  parents,  grandparents,  si- 
blings, or  any  first  degree  relative  before  age  50  years  in 
a man  or  60  years  in  a woman.^  Interestingly,  in  a recent 
study  of  fifth  grade  children,^”  family  history  was  not 
found  to  be  either  a sensitive  or  specific  predictor  of 
hypercholesterolemia.  Based  on  a review  of  published 
studies  estimating  the  risks  and  benefits  of  screening 
ehildren,  Newman  et  al^^  found  no  evidence  to  justify 
this  practiee.  The  one  exception  might  be  when  there 
is  a family  history  of  the  genetic  disorder  familial  hyper- 
cholesterolemia. 

Elderly 

The  issue  of  whether  to  sereen  elderly  patients  for 
hypercholesterolemia  is  also  difficult.  In  the 
Framingham  Study,^*^  investigators  initially  reported 
total  cholesterol  levels  and  coronary  disease  mortality 
related  only  in  subjects  less  than  50  years  of  age.  In  a 
re-analysis  of  the  Framingham  data  of  patients  aged  65 
or  older,  total  serum  eholesterol  was  independently 
"clearly  assoeiated"  with  coronary  heart  disease  risk  in 
women  and  "marginally  assoeiated"  in  men.^^ 

A reeent  review  paper  of  studies  in  adults  older  than 
55  years  of  age  coneluded  that  although  the  association 
between  total  serum  cholesterol  and  coronary  heart 
disease  risk  decreases  with  age,  it  still  exists. HDL- 
eholesterol  levels  do  eorrelate  eonsistently  with 
eoronary  heart  disease  risk  in  both  men  and  women  49 
years  of  age  and  older.^^ 

Through  recently  published  studies^^’^^  we  know  that 
cholesterol-lowering  drugs  are  effeetive  in  persons  65- 
75  years  of  age.  The  Lipid  Research  Clinics  Coronary 
Primary  Prevention  Tri^^*^  and  Helsinki  Study,^^  how- 
ever, although  demonstrating  a reduetion  in  coronary 
morbidity  and  mortality,  failed  to  show  any  significant 
alteration  in  total  mortality. 

In  a Freneh  study^^  of  elderly  women  in  nursing 
homes,  mortality  was  lowest  in  patients  with 
eholesterols  of  about  270  mg/dL,  and  highest  in  patients 
with  eholesterols  of  148  nWdL.  In  another  nursing 
home  study,  Rudman  et  al^  found  that  a total  serum 
eholesterol  level  under  160  mg/dL  was  highly  predictive 
of  subsequent  mortality.  Fries  et  al^  argue  that  preven- 
tive aetivities  late  in  life  such  as  lowering  cholesterol  are 
beneficial  by  decreasing  morbidity  and  therefore  "add 
life  to  your  years." 

Given  the  fact  that  persons  are  living  longer  and  many 
with  a good  quality  of  life  well  into  their  eighties,  screen- 
ing periodically  seems  reasonable  particularly  in  the 
active,  healthy,  elderly  patient. 
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OescripUon:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbtne-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
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Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatrie.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
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can  be  offered  of  additional  contraindications. 

M^rninf:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 
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central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
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are  common  after  parenteral  administration  of  the  daig.'*'2  Also  dizziness, 
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Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
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How  Applied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  I ^ “ 

53159-001-10. 

References; 

1.  A.  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 , November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed,,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A,  Morales  etai.,  The  Journal  of  Urology  128: 

45-47, 1982. 

Rev. 1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


72 


SOUTH  DAKOTA 


Physicians  Helping  Their  Patients  in 
Planning  for  Health  Care  Decisions 

John  J.  Stransky,  MD 
Watertown,  SD 

One  of  the  most  important  and  most  enjoyable  parts 
of  our  job  as  physicians  is  to  instruct  and  to  teach 
our  patients.  We  know  that  medicine  is  both  a science 
and  an  art.  We  forget  sometimes  that  much  of  the  art 
of  medicine  relates  to  our  ability  and  willingness  to 
speak  the  patient’s  language;  to  take  the  complicated 
and  complex  subject  of  medicine  and  medical  care  and 
convert  it  to  language  that  is  understandable  to  the 
layman. 

In  1990,  the  South  Dakota  legislature  amended  our 
existing  durable  power  of  attorney  statute  to  provide  for 
its  usage  for  advance  medical  directives.  South  Dakota 
now  has  what  is  surely  one  of  the  best  laws  in  the  United 
States  regarding  advance  medical  directives. 

Dr  Rich  Holm,  in  a companion  article  in  this  issue  of 
the  Journal,  writes  both  clearly  and  concisely  regarding 
the  South  Dakota  law  and  its  advantages  over  living  will 
type  statutes.  I would  urge  you  to  read  his  article. 

Earlier  this  month  all  physicians  and  lawyers  in  the 
state  received  a copy  of  the  pamphlet  - Planning  For 
Health  Care  Decisions.  This  pamphlet  was  developed 
by  a joint  committee  of  the  State  Medical  Association 
and  the  State  Bar  Association,  and  has  been  approved 
by  both  organizations.  It  is  written  for  lay  persons.  It 
can  and  should  be  a helpful  tool  for  each  of  us  as  we  visit 
with  our  patients  and  begin  the  educational  process  with 
them.  Each  of  us  now  has  a unique  opportunity  to 
inform,  to  counsel,  and  to  advise  our  patients  regarding 
their  plaiming  for  health  care  decisions. 

Three  Key  Elements  for  Discussion 

There  are  three  key  elements  that  you  should  address 
and  discuss  with  your  patients  as  they  develop  and 
formulate  their  own  durable  power  of  attorney  for 
medical  affairs. 

1.  General  instructions  regarding  artificial  life 
support  measures.  This  section  should  identify 
artificial  nutrition  and/or  hydration  specifically. 
Unless  the  patient  wishes  otherwise,  it  should  be 
drawn  in  such  a way  that  it  does  not  limit  or 
preclude  the  use  of  measures  currently  available 
and  listed.  (See  example  that  follows,  #1) 

2.  Authority  should  speciflcally  be  given  to  discon- 
tinue any  artificial  life  support  measures  if  there 
is  no  reasonable  expectation  of  recovery  from 
major  physical  or  mental  disability.  (See  example 
that  follows,  #2) 

3.  If  the  patient  wishes  to  authorize  organ  dona- 
tion, this  should  also  be  stated  explicitly.  (See 
example  that  follows. 


What  follows  is  one  example  of  a durable  power  of 
attorney  document  relating  to  medical  decisions  and 
artificial  life  supports.  This  document,  with  updating  to 
bring  it  into  compliance  with  the  1990  South  Dakota 
law,  is  one  that  I have  had  in  place  for  myself  for  several 
years.  Each  person  will  bring  their  own  thoughts  and 
wishes  to  their  document.  This  sample  relating  to  medi- 
cal decisions  is  provided  as  an  example  of  how  brief  and 
uncomplicated  the  document  can  be.  The  document 
does  cover  and  speak  to  artificial  life  support  measures, 
artificial  nutrition  and/or  hydration,  and  organ  dona- 
tion. It  does  this  without  putting  any  restrictions  on  the 
spokesperson’s  ability  to  weigh  the  medical  facts  on  an 
ongoing  basis  and  to  make  medical  decisions  based  on 
those  facts  and  the  patient’s  stated  wishes. 

The  example  relates  only  to  the  medical  decisions 
section  of  a durable  power  of  attorney  document.  It  is 
important  that  the  other  portions  of  the  document,  as 
well  as  the  section  dealing  with  medical  decisions,  be 
drawn  by  an  attorney. 

Medical  Decisions  Section 
Durable  Power  of  Attorney 

Item  6:  Medical  decisions,  artificial  life  support. 

I understand  the  unpredictability  of  what  may  happen 
to  me  in  the  future  as  well  as  the  variety  of  medical 
decisions  that  may  need  to  be  made  for  me. 

If  I am  disabled  and/or  incapable  of  making  medical 
decisions,  I authorize  my  attorney-in-fact  or  the  succes- 
sor attorney-in-fact  to  consent  to,  to  reject,  or  to 
withdraw  consent  for  medical  procedures,  treatments 
or  interventions. 

Both  my  attorney-in-fact  and  the  successor  attorney- 
in-fact  know  my  mind  and  heart  and  I am  confident  that 
they  will  make  medical  decisions  and  choices  for  me  in 
a way  that  I myself  would  do. 

Example  #1:  I do  not  wish  to  restrict  or  limit  the 
initiation  of  medically-indicated  artificial  life  support 
measures,  including  but  not  limited  to  the  following: 

1.  CPR 

2.  Artificial  respiration  via  intubation  and 

mechanical  respirator 

3.  Artificial  nutrition  or  hydration 

4.  Antibiotics 

Example  #2:  However,  if  after  a reasonable  time 
interval  it  becomes  apparent  that  there  is  little  or  no 
reasonable  expectation  of  my  recovery  from  major 
physical  or  mental  disability,  then  I direct  my  attorney- 
in-fact  to  discontinue  any  artificial  life  supports  or 
heroic  measures  so  that  I might  be  allowed  to  die. 

I do,  however,  ask  that  medications  be  administered 
to  me  to  alleviate  pain. 

Example  #3:  It  is  my  wish,  and  I do  hereby  authorize 
the  donation  of  any  of  my  organs  that  are  thought  to  be 
usable  for  organ  transplantation.  # 


The  Living  Will  and  the  Health  Care 
Durable  Power:  What’s  the 
Difference  and  Which  is  Best? 

Richard  P.  Holm,  MD 
Brookings,  SD 

There  is  a difference  between  a durable  power  of 
attorney  for  health  care  and  a living  will.  This  is  to 
clarify  the  difference,  and  to  help  protect  the  freedom 
to  choose. 

Protect  the  Right  to  Choose 

Let’s  start  with  the  premise  that  our  most  important 
goal  is  to  protect  your  right  to  consent,  to  reject  and  to 
withdraw  consent  for  medical  treatment  of  any  kind. 
There  are  those  who  think  that  "life  is  the  primary  goal 
of  any  medical  care  no  matter  what  the  cost,  no  matter 
what  the  pain,  no  matter  what  the  quality  of  life".  If  you 
asked  them,  they  would  say,  "do  anything  and  everything 
you  can  just  to  keep  me  alive".  And  then  there  are  those 
who  would  say,  "if  I don’t  know  enough  to  hug  my 
grandchildren,  then  let  me  go". 

We  cannot  govern  which  decision  is  right,  but  we 
should  do  what  we  can  to  protect  the  individual’s  right 
to  choose  which  course  he  or  she  is  to  take. 

Those  concerns  can  be  addressed  by  signing  an  ad- 
vanced directive,  a document  that  sets  out  guidelines  for 
your  future  care.  The  two  most  common  types  of  ad- 
vanced directives  are  the  durable  power  of  attorney  for 
health  care  and  the  living  will. 

The  Durable  Power  of  Attorney  for  Health  Care 

This  is  a document  that  you,  the  "principle",  create  by 
appointing  another  person,  the  healthcare  "agent"  or 
"attorney-in-fact",  to  make  healthcare  decisions  for  you 
if  and  when  you  are  no  longer  capable  of  making  them 
yourself.  The  agent  then  must  make  the  choices  you 
"would  have  made".  This  is  a new  concept,  only  becom- 
ing part  of  South  Dakota  law  in  July  of  1990. 

Living  Will 

A living  will  is  a document  that  gives  precise  instruc- 
tions to  your  physician  as  to  the  circumstances  under 
which  you  want  life  sustaining  treatment  to  be  withheld 
or  withdrawn.  In  most  states  it  is  limited  only  to  patients 
who  fit  the  definition  of  "terminally  ill".  In  some  states, 
for  example  Oklahoma,  the  hving  will  statute  restricts 
the  withdrawal  of  artificial  feeding  and  hydration. 

Which  is  Better? 

Most  experts  agree  that  a durable  power  of  attorney 
for  health  care  is  a far  better  option  than  a living  will.  A 
durable  power  of  attorney  for  health  care  can  do  for  you 


everything  that  a living  will  does.  Like  a living  will,  a 
durable  power  of  attorney  for  health  care  may  include 
a statement  of  your  wishes  on  the  subject  of  life  sustain- 
ing treatment.  In  fact,  in  South  Dakota  the  statute 
specifically  directs  "the  principle"  to  give  a statement  of 
your  wishes  about  artificial  feeding  and  hydration.  But 
a durable  power  of  attorney  for  health  care  has  ad- 
vantages which  the  living  will  does  not  share.  With  a 
durable  power  of  attorney  for  health  care,  your  agent 
can  actively  remind  your  physician  of  your  wishes, 
something  that  a written  document  such  as  a living  will 
cannot  do  alone.  Furthermore,  a living  will  only  con- 
tmns  directions  as  to  when  you  want  your  life  to  end.  It 
does  not  deal  with  the  many  other  healthcare  decisions 
that  must  be  made  should  you  become  incapable  of 
making  your  own  choices.  A durable  power  of  attorney 
for  health  care  can  authorize  your  agent  to  make  "all" 
healthcare  decisions.  It  is  in  this  way  far  more  com- 
prehensive than  a living  will. 

The  Legislative  Process  is  Unpredictable 

Here  is  the  point:  We  do  not  need  living  will  legisla- 
tion. We  already  have  a durable  power  of  attorney  for 
health  care  statute  in  this  state.  If  a living  will  statute  is 
presented  to  our  legislature,  there  is  no  telling  what  may 
happen  by  the  time  it  has  finished  the  legislative  process. 
This  is  not  to  say  that  a good  living  will  law  couldn’t  be 
made,  but  it  is  unnecessary  and  the  same  thing  may 
happen  in  South  Dakota  as  happened  in  Minnesota, 
Missouri  and  several  other  states.  A living  will  statute 
may  take  away  from  patients’  rights.  For  example,  it 
might  deny  the  withholding  of  feeding  and  hydration 
even  when  this  is  the  wish  of  the  individual. 

What  Needs  to  Be  Done 

This  is  an  article  suggesting  some  action  by  the  reader. 
First:  Do  not  encourage  a living  will  law  in  the  state  as 
it  may  take  away  freedoms.  If  we  do  get  a living  will  law, 
understand  that  the  health  care  durable  power  is  the 
method  thought  by  most  ethics  experts  to  be  the  best 
way  to  protect  medical  choices. 

Second:  Tell  your  friends  and  neighbors,  your  family  ^ 
members  about  the  durable  power  South  Dakota  i 
statute.  Then  you  need  to  do  this  yourself.  You  simply  i 
1)  define  one  person  or  persons  to  make  medical  i 
decisions  for  you  should  you  be  unable  to  make  them  in ! 
the  future,  and  2)  advise  your  specified  agent  what  your 
medical  advance  directives  are.  In  particular,  define 
what  you  would  want  with  regard  to  artificial  feeding; 
and  hydration.  I would  suggest  that  you  bring  this  in- 
formation to  your  lawyer,  your  family  members  and  your 
physician.  # 
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Jacalyn  Slingsby,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


National  Doctor’s  Day  Proclamation 

The  last  week  of  October,  1990,  marked  a significant 
event  for  all  physicians  in  our  country,  because  at 
that  time  March  30th  was  officially  proclaimed  as 
Doctor’s  Day  by  President  George  Bush.  This  was  the 
result  of  efforts  by  auxilians  across  the  country  ensuring 
that  House  Joint  Resolution  #492  and  Senate  Joint 
Resolution  #272  would  be  passed  by  our  legislators, 
recognizing  the  invaluable  contributions  physicians 
continue  to  make  caring  for  patients  and  promoting  the 
health  and  well  being  of  all  people. 

March  30th  was  chosen  as  the  day  to  honor  all 
physicians  because  on  that  same  date  in  1842,  Dr  Craw- 
ford Long,  from  Georgia,  first  used  ether  as  an 
anesthesia  and  painlessly  removed  a neck  tumor  from  a 
patient.  He  epitomized  the  dedication  this  profession 
has  by  quoting  "my  profession  is  to  me  a ministry  from 
God."  The  red  carnation  was  chosen  as  the  official 
flower  for  Doctor’s  Day  because  this  flower  symbolizes 
love,  charity,  sacrifice,  bravery  and  courage. 

Doctor’s  Day  was  first  observed  in  1933,  in  the  small 
community  of  Winder,  Georgia.  The  promotion  of 
Doctor’s  Day  has  been  a main  project  of  the  Southern 
Medical  Association  Auxiliary  and  it  is  currently  ob- 
served nationwide.  South  Dakota  first  recognized  this 
day  during  our  Centennial  Year  1989  when,  through  the 
efforts  of  our  State  Auxiliary  President,  Jacquelyn 
Gunnarson,  Governor  Mickelson  proclaimed  March  30 

MARCH  1991 


as  a special  day  for  physicians  and  the  South  Dakota 
State  Medical  Association  Auxiliary  recognized  and 
honored  approximately  250  South  Dakota  physicians 
who  had  received  their  MD  or  DO  degree  35  or  more 
years  ago. 

Each  district  will  in  some  way  honor  their  physicians 
this  year.  Hospitals  also  have  become  involved  in  this 
project  and  some  of  you  may  be  receiving  well  deserved 
recognition  this  month. 

As  I write  this  article,  I would  like  to  personally 
dedicate  it  in  honor  of  those  physicians  who  are  current- 
ly serving  in  the  Persian  Gulf  War.  Their  dedication 
goes  beyond  the  normal.  They  are  willingly  serving  and 
defending  our  country  and  are  truly  fulfilling  all  the 
traits  the  red  carnation  symbolizes.  In  exchange  for  this, 
let  us  offer  our  support  and  love  to  their  family  mem- 
bers. If  you  have  such  physicians  in  your  communities, 
help  me  recognize  them  through  their  families. 

I hope  all  of  you  enjoy  a wonderful  Doctor’s  Day!  # 


LUNG  DISEASE. 

It’s  a Matter  of  Life  and  Breath® 
For  information,  call  your  local 
American  Lung  Association. 
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As  a physician  in  a small  town  rural  practice,  I have 
the  bonus  responsibility  of  business  management. 
While  reviewing  bills  for  payment  recently,  I came 
across  our  annual  worker’s  compensation  premium.  I 
was  shocked  to  see  that  this  premium  had  increased  by 
30%. 

Shortly  thereafter,  I attended  a meeting  of  the  Com- 
mission on  Medical  Service  of  which  I am  a member. 
During  that  meeting,  we  reviewed  a letter  from  Julie 
Johnson,  President  of  the  Industry  and  Commerce  As- 
sociation of  South  Dakota.  In  her  letter  to  the  SDSMA 
she  indicated  that  increasing  worker’s  compensation 
costs  are  a major  concern  to  South  Dakota  businesses. 
This  was  not  a surprise  to  me  given  my  recent  increase 
in  premium  but  it  made  me  wonder  what  businesses  like 
John  Morrell  or  3-M  must  be  paying. 

In  her  letter,  Ms  Johnson  stated,  "There  is  increasing 
concern  about  friction  developing  between  the 
employer,  community  and  the  medical  community  on 
the  handling  of  worker’s  compensation  claims."  She 
requested  increased  dialogue  and  communication  be- 
tween these  two  groups  to  help  hold  down  worker’s 
compensation  rates.  This  letter  is  an  attempt  to  inform 
South  Dakota  physicians  of  this  problem  and  will  dis- 
cuss suggestions  for  improving  our  relations  with  South 
Dakota  employers. 

Just  how  big  is  the  problem?  A review  of  "The  Bottom 
Line"  published  by  the  Industry  and  Commerce  As- 
sociation of  South  Dakota,  reveals  that  worker’s 
compensation  rates  have  increased  45%  on  the  average 
in  the  last  three  years.  The  South  Dakota  Legislature 
appointed  an  interim  committee  on  worker’s  compen- 
sation to  investigate  causes  for  this  increase.  This 
committee  was  unable  to  come  up  with  any  substantial 
recommendations  for  reform.  ICA  President,  Julie 
Johnson,  was  quoted  in  the  October  issue  of  "The  Bot- 
tom Line"  saying,  "After  a summer  of  study,  we  still  do 
not  have  the  data  about  what  is  really  happening  in  the 
worker’s  comp  system  to  cause  such  enormous 
premium  increases."  It  is  interesting  to  note  that  in  the 
same  article  she  felt  that  committee  action  was  thwarted 
by  several  attorney  members  who  had  vested  interest  in 
the  system. 

Medical  costs  are  felt  to  represent  a large  part  of 
premium  increases.  Data  shows,  however,  that  in- 
creases in  South  Dakota  medical  costs  are  in  line  with 
increases  at  the  national  level.  Medical  expenses  were 
reported  as  increasing  7%  during  the  past  year. 

A factor  which  may  further  increase  medical  costs  in 
South  Dakota  is  the  passage  of  Senate  Bill  194  which 
allows  for  choice  of  physician  by  an  injured  employee. 
States  with  employer  choice  of  physician  have  medical 


costs  that  are  14.2%  lower  than  states  with  employee 
choice.  Business  and  employer  groups  in  South  Dakota 
fear  that  this  law  will  further  increase  premium  costs. 
Indeed,  in  her  letter  to  the  SDSMA,  Julie  Johnson 
stated,  "We  have  had  frustration  with  the  medical 
community’s  knowledge  of  work  place  conditions. 
Specifically  they  are  concerned  about  getting  injured 
employees  back  to  work.  Some  doctors  have  not 
familiarized  themselves  with  the  jobs  to  which  their 
patients  could  return." 

What  can  we  as  physicians  do  to  improve  the  situa- 
tion? Can  we  remain  advocates  for  our  patients  and  yet 
keep  employer  groups  satisfied?  There  is  no  easy  solu- 
tion and  will  take  effort  on  both  sides.  We  can  begin  by 
educating  ourselves  about  the  worker’s  compensation 
system.  An  excellent  overview  by  Dave  Gerdes  ap- 
peared in  the  July,  1990  issue  of  this  publication.  It 
deserves  review. 

We  need  to  improve  our  knowledge  of  our  patients’ 
working  conditions.  Not  only  may  we  be  able  to  return 
our  patients  to  work  earlier,  but  we  may  gain  valuable 
insight  into  the  causes  of  injury.  Businesses  can  help 
lead  the  way  to  accomplish  this  goal.  Physicians  in  the 
Brookings  area  have  been  invited  on  an  annual  basis  to 
tour  the  3-M  plant.  During  this  tour,  alternative  work- 
ing situations,  ie,  light  duty  are  explained.  ICA  should 
encourage  businesses  to  do  the  same  statewide. 

When  treating  worker’s  comp  patients,  communica- 
tion with  the  employer  is  most  important.  A short  note 
or  copy  of  progress  notes  will  go  a long  way  to  satisfying 
employers.  This  assumes  prior  patient  consent  and 
authorization. 

If  permanent  impairment  is  involved  we  must  use  a 
standardized  means  of  evaluation.  The  AMA  publishes 
a guide  to  the  evaluation  of  permanent  impairment.  I 
personally  refer  patients  requiring  permanent  disability 
evaluation  to  those  with  expertise  in  this  area. 

Worker’s  compensation  is  an  issue  which  many 
physicians  may  prefer  to  avoid.  It  is  an  issue,  however, 
with  medical,  legal  and  financial  impact  on  every  busi- 
ness in  South  Dakota  whether  large  or  small.  Many 
factors  are  responsible  for  the  dramatic  increase  in 
worker’s  compensation  rates.  We  can  do  our  part  as 
physicians  to  improve  the  situation  by  educating 
ourselves  about  the  problem.  We  can  take  the  first  step 
toward  a solution  by  working  closely  with  the  employer 
community. 

Sincerely, 
Tad  B.  Jacobs,  DO 
Flandreau,  SD 
Commission  on  Medical  Service 
South  Dakota  State  Medical  Association 
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National  Poison  Prevention  Week 

March  17-23,  1991,  marks  the  30th  annual 
observance  of  National  Poison  Prevention  Week 
(NPPW).  In  1990,  70  participating  poison  centers 
reported  more  than  1.5  million  poison  exposures  to  the 
American  Association  of  Poison  Control  Centers  Na- 
tional Data  Collection  System.  However,  that’s  just  a 
fraction  of  the  poisonings  that  actually  occurred.  We 
estimate  that  more  than  4.7  million  poison  exposures 
occurred  in  the  United  States  in  1990,  making  poisoning 
a major  public  health  concern. 

In  conjunction  with  NPPW,  the  McKennan  Poison 
Control  Network  will  sponsor  various  activities 
centered  upon  the  theme,  "Don’t  Pick  Up  Poisons". 
Included  will  be  a coloring  contest  for  children.  Par- 
ticipating hospitals  and  pharmacies  throughout  South 
Dakota  will  distribute  poster  calendars,  poison  infor- 
mation, and  poison  center  magnets.  Physicians  are 
urged  to  call  the  McKennan  Poison  Center  at  1-800- 
952-0123  to  order  these  items  (at  no  cost)  for 
distribution  to  their  patients. 

The  McKennan  Poison  Center  will  again  sponsor  a 
toxicology  conference  for  healthcare  professionals  in 
conjunction  with  NPPW.  Dr  Alan  Hall,  editor  of  the 
Micromedex/Poisindex  systems  will  be  the  keynote 
speaker.  Dr  Hall  has  had  extensive  experience  in 
toxicological  emergencies  and  will  present  the  topic, 
"General  Management  Strategies  in  Toxicology".  SD- 
CRP  and  AMA  Category  I credits  will  be  given. 

For  more  information,  contact  Pam  Oines,  R.Ph,  Mc- 
Kennan Poison  Center  Coordinator,  at  1-800-952-0123 
or  Dr  Howard  Burns,  Medical  Director,  at  1-605-339- 
8100.  # 
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SDSMA  Meetings 

Commission  on  Internal  Affairs, 
Communications  & Liaison  - Friday, 
March  22,  2 pm,  North  Dakota  Room, 
Howard  Johnson  Motor  Lodge,  Sioux 
Falls,  SD. 

Council  Meeting  - Friday,  April  5, 9:30  am, 
Nebraska  Room,  Howard  Johnson  Motor 
Lodge,  Sioux  Falls,  SD. 

SDSMA  Annual  Meeting  - Thursday- 
Saturday,  June  6-8,  Ramkota  Inn,  Sioux 
Falls,  SD. 


5th  Annual  • May  3-5,  1991 


Devil's  Tower  Bicycle  Trek  Classic® 

Register  now! 

SOUTH  DAKOTA  LUNG  ASSOCIATION 

208  EAST  13TH  STREET 
SIOUX  FALLS,  SD  57102-1099 
(605)  336-7222 
1 -800-873-5864 
(in-state  or  outside  Sioux  Falls) 
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Progressive  physi- 
dan  owned  organ- 

tMlRCtNCy  MIDICAL  PHYSICIASIb.  PL  . 

nation  has  full-time 
positions  available 
for  emergency  physicians  in  several  north- 
western communities  including  Sioux  Falls  and 
Yankton,  South  Dakota,  Casper  and  Cheyenne, 
Wyoming  and  Pasco,  Washington.  Competitive 
compensation  plus  an  excellent  benefit  pack- 
age  including  malpractice,  health,  disability  and 
life  insurance  as  well  as  profit  sharing  and  CME 
benefits.  Flexible  schedules,  attractive 
communities  to  provide  exceptional  working 
and  living  conditions,  exciting  recreational 
opportunities. 

Contact:  Janet  Cowley 

Recruitment  Coordinator 

BMP,  PC 

(307)  632-1436/FAX  (307)  635-4642 
P.O.  BOX  805 

Cheyenne,  WY  82003 

Family  Practice  - Hospital 
Sponsored  Clinic  Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is 
seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The 
administrative  burdens  of  medical 
practice  will  be  minimized  in  this 
hospital-managed  clinic.  The  hospital 
has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes 
base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and 
student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact: 

Kari  Wangsness,  Associate 

The  Chancellor  Group,  Inc. 

France  Place,  Suite  920 

3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 

Family  Practice  Opportunity 
Black  Hills  of  South  Dakota 

An  exceptional  opportunity  awaits  the 
right  individual  to  join  a progressive 
multi-specialty  group  practice  located  in 
the  heart  of  the  Black  Hills  of  South 
Dakota.  In  addition  to  a very  competitive 
compensation/benefit  package,  we  offer  a 
terrific  call  coverage  schedule.  Due  to 
substantial  economic  development  in  our 
area,  we  are  looking  for  this  additional 
family  practice  physician.  Contact: 

Darrel  Riddle,  Administrator 

Black  Hills  Medical  Center,  P.C. 

71  Charles  St 

Deadwood,  SD  57732 

Phone:  605-578-2364 

Family  Practice  Physician 

needed  to  join  staff  of  well  equipped 
hospital-based  clinic.  Salary  of 
$100,000  to  $120,000;  malpractice 
and  health  insurances  paid;  35  days 
paid  personal  leave;  $1500  CME 
allowance;  and  relocation 

allowance.  Contact: 

Shirley  May,  Administrator 

Bennett  County  Hospital 

Martin,  SD  57551 

Phone:  605-695-6622 
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Membership  in  the  American  Medical  Association 

entitles  you  to  services  and  products  that  help 

you  every  day.  Here  are  ju^  some  examples. 

Professioiial  Representation 

• TlieAMA  supports  your  views  before 
Congress,  state  legislatures,  and  the  public. 
The  AMA  Office  of  the  General  Counsel  is  the 
leading  advocate,  often  the  only  advocate, 
for  the  medical  profession  in  the  courts, 
government  agencies,  private  and  public 
payors. 

Professional  Development 

• JAMA  Cutting-edge  articles  on  developments 
in  medicine.  $69  a year.  But  FREE  if  you 
belong  to  the  AMA. 

• AM  News  Weekly  reports  on  socioeconomic 
and  legal  issues,  locd,  national,  international 
affairs  and  people.  $50  a year. 

FREE  to  AMA  members. 

• American  Medical  Television  (AMT)  helps 
you  earn  CME  credits,  while  it  informs  you  of 
the  latest  medical  developments. 

• Professional  products  including  CRTs  and 
health  insurance  claim  forms.  Simple, 
standardized  forms  that  help  you  collect  fees 
under  government  and  third  party  insurance 
programs.  Available  to  AMA  members  at  a 
20%  DISCOUNT. 

• Practice  man^ement  books,  workshops, 
audiocassettes,  including  over  300  courses 
that  help  you  start,  develop,  and  mn  your 
practice.  DISCOUNTS  UP  TO  25%  for  AMA 
members. 

• Continuing  Education  Factsheet  A 

compendium  of  addresses  of  licensing 
boards  and  state  medical  societies. 

Includes  medical  education 
requirements  for  registration  of 


licenses,  continued  membership  in  medical 
societies  and  recertification  by  specialty 
boards.  FREE  to  AMA  members. 

• The  AMA  Reference  lilM^ary  provides  you 
with  access  to  the  worid’s  leading  source  of 
medical  information. 

• Recruiting,  Placement,  Pracdoe  Assistance 

services  to  support  your  career. 

• Hiysidans  Career  Resource:  Practices  for 
Sale  Provides  buyers  and  sellers  with  a 
timely,  central  information  exchange. 
Available  to  AMA  members  at  a DISCOUNT. 

• Directory  of  Graduate  Medkal  Education 
(GME)  Programs  Official  list  of  ACGME- 
acCTedited  programs  for  medical  students 
seeking  first  year  residency.  Also  useful  for 
physicians  exploring  residencies,  fellowships 
and  others  interested  in  Graduate  Medical 
Education  licensing  and  certification. 

20%  DISCOUNT  to  AMA  members. 

• Locum  Tenens  Service  A unique  service 
providing  temporary  physician  coverage 
during  short-term  absences.  AMA  members 
recmiting  temporary  physicians  pay  $100 
LESS  than  non-members. 

Special  Publications  including: 

E^y  Care  for  the  HIV  Infected.  First  copy  FREE 

to  members. 

Medicare  Carrier  Review:  What  You  Should 

Know  About  “Medically  Unnecessary”  Denials. 

20%  DISCOUNT  to  AMA  members. 

Professional/Personal  Services 
•AMA  preferred-rate  VISA  Gold  Card 
AMA  home  mor^E^es 

AMA-sponsored  insurance  at 
group  rates 

•AMA-sponsored  investments 
and  advistMy  services 
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American  Medical  Association 

Join  Today 

1-800-AMA-32U 


OB/GYN 

OB/GYN  - Northwestern  Montana 
Rockies.  Seeking  BE/BC  OB/GYN  for  this 
Northwestern  Montana  resort 
community.  Located  near  Glacier 
National  Park,  Big  Mountain  Ski  Resort, 
Flathead  Lake,  and  numerous 
championship  golf  courses.  An 
opportunity  for  someone  longing  for  an 
experience  in  an  unspoiled  environment. 
Excellent  recruitment  package  including 
malpractice  insurance  coverage  and  office 
assistance.  Please  send  C.V.  or  call: 

Marcel  Loh,  Administrator 
North  Valley  Hospital 
6575  Highway  93  South 
Whitefish,  Montana  59937 
(406)  862-2501,  ext.  250 


Orthopaedic  Surgeon 
Black  Hills  of  South  Dakota 

Outstanding  opportunity  to  assume  an 
established  orthopaedic  practice  with  a 
progressive  multi-specialty  group  in  the 
beautiful  Black  Hills  of  South  Dakota. 
Modern  clinic  facility  adjacent  to  an 
accredited,  acute-care  hospital  and  in  the 
heart  of  a community  experiencing 
substantial  economic  development. 
Attractive  compensation/benefit  package 
including  paid  professional  liability 
insurance.  Direct  inquiries  to: 

Darrel  Riddle,  Administrator 
Black  Hills  Medical  Center,  P.C. 

71  Charles  St 
Deadwood,  SD  57732 
Phone:  605-578-2364 


CENTRAL  PLAINS  CLINIC 

TWELFTH  ANNUAL 
SYMPOSIUM 

Topics  in  Clinical  Medicine 
10  Hours  Category  I CME  Credit 

April  12  & 13, 1991 
Ramkota  Inn 
Sioux  Falls,  South  Dakota 

Contact: 

Michael  R.  Ferrell,  MD 
2727  S.  Kiwanis  Avenue 
Sioux  Falls,  SD  57105 
Phone:  (605)  331-3490 


Fourteenth  Annual  Black  Hills 
Seminar 

Advances  in  Clinical  Pediatrics 
Golden  Hills  Resort 

Lead,  South  Dakota 
June  19-21, 1991 

Sponsored  by  the  University  of  South  Dakota 
School  of  Medicine  and  the  AAP  South 
Dakota  Chapter.  Topic  areas  include: 
Infectious  Disease 
Gastroenterology 
Cardiology 
Ambulatory 
General  Pediatrics 

Contact: 

Debbie  Meyer 
USD  School  of  Medicine 
1100  S Euclid,  PO  Box  5039 
Sioux  Falls,  SD  57117-5039 
Phone:  (605)  333-7178 
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Future  Meetings 


April 

OB/Gyn  Update  - 1991,  Holiday  Inn  East,  St.  Paul,  MN,  April 
4-5.  Fee:  $220.  1225  hrs  AMA  Category  I credit.  Contact: 
Registrar,  CME,  Ramsey  Foundation,  640  Jackson  St,  St. 
Paul,  MN  55101.  Phone:  (612)221-3992. 

* 

ENT  Update  for  Primary  Care  Physicians,  Margaret  G. 
Scheffer  Auditorium,  St.  Joseph’s  Hospital,  St.  Paul,  MN, 
April  5.  Fee:  $125. 6.75  hrs  AMA  Category  I credit.  Contact: 
Registrar,  CME,  Ramsey  Foundation,  640  Jackson  St,  St. 
Paul,  MN  55101.  Phone:  (612)221-3992. 

* * * 

Disaster  and  Hazardous  Materials  Management  Conference, 

Radisson  South,  Bloomington,  MN,  April  12.  AMA  Category 
I credit  avail.  Contact:  Off  of  Academic  Affairs,  701  Park  Ave 
(Mailcode  865),  Minneapolis,  MN  55415.  Phone:  (612) 
347-2075. 

« * * 

Topics  in  Clinical  Medicine,  Ramkota  Inn,  Sioux  Falls,  SD, 
April  12-13, 10  hrs  AMA  Category  I credit.  Contact:  Central 
Plains  Clinic,  2727  S Kiwanis  Ave,  Sioux  Falls,  SD  57105. 
Phone:  (605)335-2727. 

* * * 

Annual  John  I.  Coe  Conference-'Update  in  Hematology", 

Hennepin  Cty  Med  Ctr,  Minneapolis,  MN,  April  19.  AMA 
Category  I credit  avail.  Contact:  Office  of  Academic  Affairs, 
701  Park  Ave  (Mailcode  865),  Minneapolis,  MN  55415. 
Phone:  (612)  347-2075. 

4i  « 4> 

Obstetrics  and  Gynecology  Symposium,  Wohl  Auditorium, 
Washington  Univ  Med  Ctr,  4960  Audubon,  St.  Louis,  MO, 
April  25-26.  Fee:  $250.  14  hrs  AMA  Category  I credit. 
Contact:  Off  of  CME,  Washington  Univ  School  of  Med,  660 
S Euclid,  Box  8063,  St.  Louis,  MO  63110.  Phone 
1-800-325-9862. 

May 

Annual  Practical  GI  Conference  for  Primary  Care,  Hennepin 
Cty  Med  Ctr,  Minneapolis,  MN,  May  3.  AMA  Category  I 
credit  avail.  Contact:  Off  of  Academic  Affairs,  701  Park  Ave 
(Mailcode  865),  Minneapolis,  MN  55415.  Phone:  (612) 
347-2075. 

* * * 

Acupuncture  for  Pain  Control,  Hennepin  Cty  Med  Ctr, 
Minneapolis,  MN,  May  16-18.  AMA  Category  I credit  avail. 
Contact:  Off  of  Academic  Affairs,  701  Park  Ave.  (Mailcode 
865),  Minneapolis,  MN  55415.  Phone:  (612)  347-2075. 

* * * 

Mcutagement  of  Pressure  Sores  for  Primary  Care,  Hennepin  Cty 
Med  Ctr,  Minneapolis,  MN,  May  24.  AMA  Category  I credit 
avail.  Contact:  Off  of  Academic  Affairs,  701  Park  Ave 
(Mailcode  865),  Minneapolis,  MN  55415.  Phone:  (612) 
347-2075. 


June 

Program  on  Obstetrics  and  Gynecology,  Red  Lion  Inn,  Omaha, 
NE,  June  6-7.  Contact:  CME,  Univ  of  NE  Med  Ctr,  600  S 
42nd  St,  Omaha,  NE  68198-5651.  Phone:  1-800-228-9630. 

* * 

Caring  for  the  Caregiver,  Toronto,  Canada,  June  6-8.  Contact: 
Patrick  W.  McGuHin,  PhD,  AMA,  515  N State  St,  Chicago, 
IL  60610.  Phone  (312)464-4064. 

« * * 

Crisis  Intervention  - "What  Difference  Does  It  Make?", 

Hennepin  Cty  Med  Ctr,  Minneapolis,  MN,  June  14.  AMA 
Category  I credit  avail.  Contact:  Off  of  Academic  Affairs,  701 
Park  Ave  (Mailcode  865),  Minneapolis,  MN  55415.  Phone: 
(612)  347-2075. 

* * * 

Comhusker  Canadian  Clinical  Conference,  Wolverine  Lodge, 
Lynn  Lake,  Manitoba,  Canada,  June  15-22.  Fee:  $150. 
Contact:  Sharlene  Knippelmeyer,  RN,  BS,  Educ  and  Staff 
Devel,  Lincoln  General  Hosp,  2300  S 16th  St,  Lincoln,  NE 
68502.  Phone:  (402)473-5638. 

* * * 

33rd  Hitchcock  Surgical  Society  Symposium,  Hennepin  Cty 
Med  Ctr,  Minneapolis,  MN,  June  18.  AMA  Category  I credit 
avail.  Contact:  Off  of  Academic  Affairs,  701  Park  Ave 
(Mailcode  865),  Minneapolis,  MN  55415.  Phone:  (612) 
347-2075. 

<¥  * * 

Breast  Ccmcer  Diagnosis:  Interventional  Procedures,  The 

Westin  Resort,  Hilton  Head,  SC,  June  17-19.  Contact: 
Siemens  Med  Systems,  Inc,  Mammography  Group, 
Conference  Planning,  125  N Executive  Dr,  Ste  302, 
Brookfield,  WI  53005.  Phone:  (414)784-1455. 

* * * 

Fourteenth  Annual  Black  Hills  Seminar-Advances  in  Clinical 
Pediatrics,  Golden  Hills  Resort,  Lead,  SD,  June  19-21.  CME 
credit  avail.  Contact:  Debbie  Meyer,  USD  School  of 
Medicine,  1100  S Euclid,  PO  Box  5039,  Sioux  Falls,  SD 
57117-5039.  Pbone:  (605)  333-7178. 

January  1992 

Update  Conference,  sponsored  by  Internal  Medicine,  USD  i 
School  of  Medicine  and  Rapid  City  Regional  Hospital, 
Holiday  Inn  Rushmore  Plaza,  Rapid  City,  SD,  Jan  24-25. 
Contact:  Dr  Brian  Hurley,  (605)  339-6790.  # ' 


AMERICAN  MEDICAL  TELEVISION  on  the  Discovery 
Channel  every  Sunday  from  9 am  to  11  am.  Central  Stan- 
dard Time.  This  program  shows  the  latest  clinical 
advances,  legislative  and  socioeconomic  news  and  offers 
CME  credit.  For  more  information  call  1-800-6000. 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^930 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


Lr'-KMoze/jMi 
^ 10  ml  »I-7I0 
“Hits  per  ml  J 

insulin 

^ suspension 
.nsuhn 

DNA  odgin) 


Specify  7oy 

Humulin  ^0 


70%  human  insulin 
isophane  suspension 
30%)  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage. 

Leadership  In  Diabetes  Care 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


(&1991.  ELI  LILLY  AND  COMPANY  HI  2921-B-149322 


Did  you  know  that  wild  geese  have  an  instinctive  spirit  of 
cooperation  and  support  for  the  flock?  For  example,  by 
taking  off  together  it  creates  an  updraft  that  lifts  the  flock  up. 
By  flying  in  a “V”  formation  it  breaks  up  the  wind  resistance 
enabhng  the  flock  to  make  50%  more  progress.  And  if  one 
bird  falls  due  to  injury  or  exhaustion,  two  others  will  follow  it 
to  the  ground  and  stay  with  it  until  it  is  able  to  move  on. 
Cooperation  and  support  for  the  group. 

The  same  is  true  of  The  Doctors’  Company.  We  work  with 
our  doctors,  not  against  them,  by  providing  the  finest  in 
professional  habihty  insurance.  Our  competitive  rates, 
responsive  service,  interest-free  quarterly  payments,  and 
outstanding  risk  management  program  are  just  some  of  the 
reasons  why  more  and  more  South  Dakota  physicians  are 
joining  our  flock.  The  Doctors’  Company  has  the  financial 
strength  and  support  of  more  than  15,500  members 
nationwide.  But  unhke  the  migrating  geese,  we’re  in  South 
Dakota  to  stay.  We’ve  never  left  a state  to  which  we’ve 
committed  service. 

The  Doctors’  Company.  Call  us  today. 


The  Doctors' Company 


The  Largest  Doctor-Owned,  Doctor-Managed  Insurer  in  the  ESA, 

Represented  in  South  Dakota  by: 

The  Doctors’  Agency  of  South  Dakota 
(800)252-0512 


More  than  15,500  doctors  nationwide  call  us  their  company. 


BECOME  A "SPONSORING " MEMBER 

OF  THE 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 


You  can  be  a "Sponsor"  by  contributing  $100  or 
MORE  in  a calendar  year  to  the  Endowment 
Association. 

Your  contributions  may  be  tax  deductible  and  the 
money  is  very  much  needed  to  make  low  interest  (6%) 
loans  to  medical  students  who  are  attending  the 
University  of  South  Dakota  School  of  Medicine. 

In  the  last  few  years  the  number  of  loans  granted  by 
the  Association  has  increased  to  nearly  80  annually 
and  the  total  amount  loaned  annually  has  increased 
from  $25,000  to  $70,000.  This  is  a substantial 
increase  which  means  we  need  more  contributions. 


WON’T  YOU  PLEASE  HELP? 


Send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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St.  Mary’s  Hospital,  Pierre,  SD,  got  its  start  in  an  empty  102-room  hotel  purchased 
by  the  Catholic  Church  in  1899  and  run  by  the  Benedictine  Sisters.  To  supplement 
income,  the  Sisters  rented  rooms  to  legislators  during  the  1901  Legislative  Session. 
In  1922,  the  fifty-bed  hospital  was  the  first  in  the  state  to  be  approved  and  accredited 
by  the  American  College  of  Surgeons.  In  1930,  this  new  102-bed  brick  hospital  was 
built  and  the  old  wood  framed  hospital  was  later  razed.  This  photo  and 
information  was  obtained  from  the  South  Dakota  State  Historical  Society. 
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South  Dakota 
Foundation  for 
medicol  Core 


Record  Documentation  at  Discharge 

The  importance  of  medical  record  documentation  has  become  widely  recognized. 
Through  the  application  of  HCFA  generic  screens,  SDFMC  has  identified  some 
items  which  are  more  frequently  and  inadvertently  left  off  the  patient’s  medical 
record.  These  items  pertain  to  abnormal  diagnostic  findings  that  have  not  been 
addressed  or  resolved  at  the  time  of  the  patient’s  discharge. 


It  is  important  to  document  what  follow  up  is  planned,  or  why  follow  up  and/or 
further  testing  is  not  medically  necessary  for  the  patient.  When  there  is  no 
information  regarding  the  abnormal  findings,  it  leaves  the  medical  record 
reviewers  questioning  the  medical  stability  of  the  patient  at  discharge. 
Appropriate  and  complete  recording  of  your  medical  decisions  and  the  rationale 
behind  them  will  reflect  the  true  quality  of  care  provided  to  your  patient  and  save 
you  the  time  and  trouble  of  responding  to  SDFMC  requests  for  more  information 
about  the  case. 


88 


SOUTH  DAKOTA 


Jerome  A.  Eckrich,  Jr,  MD,  President,  South  Dakota  State 
Medical  Association 


Death  is  inevitable.  Prevention  and/or  postpone- 
ment of  death  is  a cardinal  objective  in  the 
practice  of  medicine.  When  a patient  dies,  this  is  some- 
times interpreted  as  failure.  Death,  therefore,  is 
psychologically  difficult  for  the  physician  to  accept 
despite  his  extensive  experience  with  it.  To  take  an 
adversarial  position  against  death  is,  of  course,  an  asset 
to  the  physician  in  his  role  of  combating  disease  and 
"saving  lives."  One  would  certainly  not  want  physicians 
to  be  cavalier  about  patients  dying  and  certainly  medical 
science  takes  great  pride  in  extending  life  and  making  it 
safer  and  more  pleasant. 

It  is,  however,  unrealistic  for  a physician  to  pursue  this 
life  extending  philosophy  beyond  the  expectations  of 
salvaging  a meaningful  existence  for  a significant  period 
of  time.  When  faced  with  a hopeless  situation,  one  may 
be  tempted  by  emotional  compulsion,  moral  obligation, 
or  legal  threat  to  apply  every  available  modality  to  the 
dying  patient  and  in  the  process  ignore  the  probable 
futility  of  doing  so.  Our  profession  is  built  on  the 
respect  and  trust  of  our  patients  and  it  is  essential  that 
we  not  abandon  the  classic  role  of  supporter  in  a crisis; 
and  what  crisis  is  more  important  than  death?  It  is  one 
thing  for  laymen  not  to  accept  death  but  another  for  the 
physician  to  deny  that  reality.  Nature  maintains  a con- 
stantly shifting  balance  as  new  life  constantly  replaces 


that  which  has  served  its  purpose  on  this  planet.  Death 
is  not  only  inevitable  but  is  also  a necessity  of  nature. 
The  question  arises  as  to  what  extent  we  are  justified  in 
thwarting  this  natural  process.  Is  there  not  an  ap- 
propriate limit  to  our  life  preserving  endeavors?  Are 
we  justified  in  squandering  expensive  resources  for  only 
an  outside  chance  of  briefly  extending  a terminal  life, 
while  children  suffer  malnutrition  and  curable  disease 
for  lack  of  resources? 

As  physicians  we  are  obligated  to  exercise  prudence 
and  restraint  in  the  application  of  what  has  become  an 
awesome  capability  to  manipulate  human  life.  Such 
power  must  be  considered  a public  trust  and  those  who 
administer  that  trust  have  an  obligation  not  to  squander 
it.  It  is  clearly  not  possible  to  do  everything  for 
everybody  and  this  gap  widens  as  the  options  grow. 
Some  of  the  factors  making  it  difficult  to  exercise 
restraint  include  legal  constraints  and  ethical  uncertain- 
ties that  are  convenient  shields  to  hide  behind.  But, 
unless  physicians  are  willing  to  grapple  with  this  dilem- 
ma themselves,  and  unless  they  are  able  to  educate  the 
public  about  its  importance,  the  course  of  events  will 
cause  the  issue  to  be  resolved  by  legislators  and  self- 
styled  ethicists  to  the  detriment  of  both  physicians  and 
their  patients. 

It,  therefore,  behooves  us  in  the  medical  profession  to 
take  the  initiative  in  developing  firmer  guidelines  for 
withholding  supportive  treatment.  Patients  should  be 
encouraged  to  execute  "living  wills"  and  "durable 
powers  of  attorney" . The  medical  profession  must  also 
promote  the  necessary  legislation  to  allow  a physician 
to  fulfill  this  responsibility  to  society  by  providing  effec- 
tive protections  from  the  pressures  of  emotionally 
distraught  families,  the  fervor  of  religious  zealots,  and 
the  tyranny  of  litigious  attorneys.  If  we  should  fail  in  this 
effort,  not  only  will  our  professionalism  suffer,  but  the 
allocation  of  limited  health  resources  will  become  fur- 
ther skewed  and  inappropriate.  # 


APRIL  1991 


89 


Editorial 


GYN  Cytology  - Is  the  glass  full  or 
half  empty? 

John  F.  Barlow,  MD,  Editor 

George  N.  Papanieolaou  started  investigations  of 
eervical -vaginal  cytology  (CVC)  in  the  1920’s.  By 
the  late  1940’s,  what  came  to  be  known  as  the  "pap" 
smear,  an  abbreviation  of  the  originator’s  name,  became 
a landmark  technique  for  early  detection  of  cervical 
carcinoma  (CC).  Studies  from  various  parts  of  the 
world  have  shown  ample  evidence  that  CVC  has  led  to 
statistically  significant  reduction  in  the  rate  of  invasive 
cervical  carcinoma  by  detecting  precursors  of  car- 
cinoma, e.g.  dysplasia  or  cervical  intra-epithelial 
carcinoma  (CIN)  and  also  detects  small  occult  invasive 
carcinomas  at  an  earlier  and  more  curable  stage.  False 
positive  smears  have  always  been  appreciated  but  car- 
cinoma can  be  ruled  out  fairly  easily  by  eolposcopy  and 
histologic  studies.  A much  more  serious  and  more 
elusive  problem  has  been  the  false  negative  test.  Al- 
though not  really  a surprise  to  cytologists  or 
cytopathologists  (C/CP)  or  clinicians,  the  fact  that  CVC 
could  fail  to  detect  CC  before  invasive  disease  occurs 
or  even  fail  to  detect  the  presence  of  advanced  disease, 
excited  a flurry  of  public  indignation  in  the  lay  press  in 
articles  from  such  respected  publications  as  the  Wall 
Street  Journal  and  Newsweek.  The  false  negative  error 
rate  in  CVC  can  be  as  high  as  30%  and  the  screening 
error  of  a single  adequate  smear  may  be  up  to  50%. 
This  failure  of  a single  examination  has  been  recognized 
by  the  American  Cancer  Society  which  recommends 
three  negative  annual  smears  before  the  presence  of  CC 
is  reasonably  low  and  less  frequent  smears  (every  three 
years)  can  be  taken.  Gynecologists  have  argued  about 
this  decrease  in  frequency  recognizing  the  false  negative 
smear  from  clinical  experience  and  ailso  the  fact  that 
invasive  cancer  can  progress  rapidly  from  its  precursors 
in  some  instances.  No  one  can  guarantee  that  sig- 
nificant cervical  disease  has  been  excluded  by  cytologic 
examination.  One  might  conclude  that  as  far  as  detee- 
tion  of  CC  by  cytology  is  concerned,  both  the  optimist 
and  pessimist  are  right,  the  glass  is  both  full  and  half 
empty.  CVC  is  a very  useful  screening  technique  but  it 
is  not  fail-safe  and  has  not  and  may  never  eliminate 
invasive  carcinoma  of  the  cervix. 

Subsequent  editorials  will  address  other  issues  in 
CVC  such  as  the  New  Bethesda  Nomenclature,  but  one 
more  point  should  be  made  here.  With  all  the  con- 
troversy now  occurring  concerning  the  adequacy  of 
CVC  in  cancer  detection.  The  New  Clinical  Laboratory 
Improvement  Act  of  1988  has  mandated  proficiency 
testing  on  all  those  practicing  CVC  every  six  months 


with  punitive  consequences  for  those  who  fedl  to  meet 
arbitrary  standards  including  loss  of  the  privilege  of 
performing  further  testing  in  CVC  and  time  consuming 
review  by  an  independent  observer  of  500  previous 
cases  of  individuals  who  fail  the  proficiency  testing.  We 
must  reassess  what  the  real  goal  of  CVC  is  since  the  new 
regulations  may  result  in  decreasing  the  number  of 
individuals  functioning  in  this  already  understaffed 
specialty. 

The  bottom  line  for  CVC  is  to  perform  enough  ade- 
quate examinations  to  be  able  to  separate  as  mcmy 
patients  as  possible  with  potential  cervical  epithelial 
abnormalities  from  patients  not  possessing  these  abnor- 
malities. There  is  no  indication  that  it  is  possible  to 
detect  all  abnormalities  or  that  the  C/CP  will  always  be 
able  to  correlate  the  cytologic  with  subsequent  his- 
tologic examinations.  CVC  is  a screening  procedure. 
Exact  correlation  between  cytology  and  histology  ex- 
amination is  desirable  but  is  neither  possible  nor 
necessary  for  good  patient  care  in  most  instances  since 
further  procedures  such  as  directed  biopsy  by  an  ex- 
perienced and  trained  colposcopist  with  endocervical 
curettage  or  other  procedures  as  indicated  will  allow 
definitive  diagnoses  as  a basis  for  appropriate  manage- 
ment. Also  a careful  gross  examination  of  the  cervix 
may  reveal  an  invasive  carcinoma  which  paradoxically 
is  often  harder  to  detect  on  CVC  than  precursor  or 
small  occult  invasive  lesions.  The  above  by  no  means 
implies  that  the  C/CP  should  not  try  to  convey  an  im- 
pression as  to  the  degree  of  dysplasia  and  source  of  the 
abnormal  cells.  A disciplined  approach  should  lend 
better  appreciation  of  the  significance  of  cellular  chan- 
ges. However,  one  would  hope  that  the  above  will  be 
considered  by  those  administering  mandatory 
proficiency  examinations  before  decreasing  or  delaying 
access  of  women  to  a valuable  screening  procedure, 
which  has  saved  thousands  of  lives,  due  to  shortages 
created  by  failure  to  meet  arbitrary  and  nonachievable 
standards.  ^ 
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VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatnnent  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information,-  . - 
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with  selected  agents  in  other 
antihypertensive  classes. 


VASOTEC 


Copyright  © 1990  by  Merck  & Co.,  Inc. 


VASOTEC 


(ENALAPRIL  MALEATEI MSD) 

VASOTEC  is  available  in  ES-mg,  5-mg.  10-mg,  and  SO-mg  tablet  strengths 

Contraindications:  VASOTEC'  (Enalapnl  Maleale,  MSD)  is  contraindicated  m patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema:  Angioedema  ot  the  tace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patients  treated  with  ACE  inhibitors,  including  VASOTEC.  In  such  cases,  VASOTEC  should  be  promptly  discontinued  and 
appropriate  therapy  and  monitoring  should  be  provided  until  complete  and  sustained  resolution  ot  signs  and  symptoms 
has  occurred.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips,  the  condition  has  generally  resolved 
without  treatment,  although  antihistamines  have  been  uselul  in  relieving  symptoms  Angioedema  associated  with 
laryngeal  edema  may  be  latal  Where  there  is  involvement  ot  the  longue,  glottis,  or  larynx  likely  to  cause  airway 
ohsiruclion.  apprepriale  therapy,  e g.,  subcutaneous  epinephrine  solution  1:1000  (0.3  ml  to  0.5  mL)  and/or 
measures  necessary  to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE  REACTIONS ) 
Hypotension-  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Patients 
with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
disconimualion  ot  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions  are 
lollowed.  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at  risk  lor 
excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal  lailure 
and/or  death,  include  those  with  the  following  conditions  or  characlerislics  heart  lailure.  hyponatremia,  high-dosediurelic 
therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or  salt  depletion  ot  any 
etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients  with  heart  failure),  reduce  the  diuretic  dose,  or 
increase  salt  intake  cautiously  belore  initialing  therapy  with  VASOTEC  in  patients  at  risk  tor  excessive  hypotension  who  are 
able  to  tolerate  such  adjustments,  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REACTIONS.)  In  patients  at  risk  tor 
excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision  and  such  patients  should  be 
followed  closely  tor  the  first  two  weeks  ot  treatment  and  whenever  the  dose  of  enalapnl  and/or  diuretic  is  increased  Similar 
considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in 
blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident. 

It  excessive  hypotension  occurs,  the  patient  should  be  placed  m the  supine  position  and.  if  necessary,  receive  an 
intravenous  mtusion  of  normal  saline  A Iransient  hypotensive  response  is  not  a conlraindication  to  lurther  doses  ot 
VASOTEC,  which  usually  can  be  given  without  difticulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypoten- 
sion develops,  a dose  reduclion  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neulropenia/Agranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  Ireguently  in  patients  with  renal  impairment,  especially  it 
they  also  have  a collagen  vascular  disease.  Available  data  horn  clinical  trials  ol  enalapril  are  insulficient  to  show  lhal 
enalapril  does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapnl  cannot  be  excluded  Periodic  monitoring  ol  while 
blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Fetal/Neonatal  Morbidity  and  Mortatily  ACE  inhibitors,  including  VASOTEC,  can  cause  letal  and  neonatal  morbidity  and 
mortality  when  administered  to  pregnant  women 

Enalapril  crosses  the  human  placenta  When  ACE  inhibitors  have  been  used  during  the  second  and  third  trimesters  ol 
pregnancy,  there  have  been  reports  ol  hypotension,  renal  lailure.  skull  hypoplasia,  and/or  death  in  the  newborn 
Oligohydramnios  has  also  been  repotted,  presumably  representing  decreased  renal  lunction  in  Ihe  lelus;  limb  conlrac- 
lures.  craniolacial  delormities,  hypoplastic  lung  development  and  inlrauteiine  growth  retardation  have  been  reported  in 
association  with  oligohydramnios.  Patients  who  do  require  ACE  inhibitors  during  the  second  and  third  trimesters  ol 
pregnancy  should  be  apprised  ol  Ihe  potential  hazards  lo  the  fetus,  and  Irequent  ultrasound  examinations  should  be 
performed  lo  look  lor  oligohydramnios  It  oligohydramnios  is  observed,  VASOTEC  should  be  discontinued  unless  il  is 
considered  lile-saving  tor  Ihe  mother 

Other  potential  risks  to  Ihe  letus/neonale  exposed  lo  ACE  inhibilors  include  intrauterine  growth  retardation,  prematurity 
patent  ductus  arteriosus;  letal  death  has  also  been  reported  It  is  not  clear,  however,  whether  these  reported  events  are 
related  lo  ACE  inhibition  or  the  underlying  maternal  disease  II  is  not  known  whether  exposure  limited  to  the  tiist  trimester 
can  adversely  atfeci  telal  outcome 

Infants  exposed  in  ulero  lo  ACE  inhibitors  should  be  closely  observed  lor  hypotension,  oliguria,  and  hyperkalemia  II 
oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood  pressure  and  renal  perfusion. 

Enalapril  has  been  removed  from  Ihe  neonatal  circulation  by  peritoneal  dialysis  and  theoretically  may  be  removed  by 
exchange  Iranslusion,  although  there  is  no  experience  with  the  latter  procedure. 


actual  syncope  occurs,  Ihe  patients  should  be  lold  to  discontinue  Ihe  drug  until  they  have  consulted  with  Ihe  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ot  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  lo  a lall  in  blood  pressure;  patients  should  be  advised  lo  consult  with  Ihe  physician 

Hyperkatemia  Patients  should  be  lold  not  lo  use  salt  substitutes  containing  potassium  without  consulting  their  physician, 
neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ot  inlection  (e  g..  sore  Ihroal,  lever)  which  may  be  a 
signolneulropenia 

NOTE,  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  inlormalion  is 
miended  to  aid  in  Ihe  sale  and  eltective  use  ol  this  medication.  II  is  not  a disclosure  ol  all  possible  adverse  or  intended  eltecis 
Drug  Interactions  Hypotension-  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic 
therapy  was  recently  inslituled  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol 
therapy  with  enalapril  The  possibility  ot  hypotensive  efiects  with  enalapril  can  be  minimized  by  either  discontinuing  Ihe 
diuretic  or  increasing  the  salt  intake  prior  lo  initiation  ol  treatment  with  enalapril  II  it  is  necessary  to  continue  Ihe  diuretic, 
provide  close  medical  supervision  alter  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at 
least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release-  The  antihyperlensive  elleci  ol  VASOTEC*  (Enalapril  Maleale.  MSD)  is  augmented  by 
anlihypertensive  agents  that  cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adrenergic-blocking  agents,  methyidopa, 
nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicant  adverse 
interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potassium- 
sparing  diuretics  (eg . spironolactone.  Iriamlerene,  or  amiloride),  potassium  supplements,  or  potassium-containing  salt 
substitutes  may  lead  to  signilicant  increases  m serum  potassium,  Therelore,  il  concomitant  use  ol  these  agents  is 
indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitoring  ol  serum 
potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  lailure  receiving  VASOTEC, 
Lithium:  Lithium  loxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elimination 
ol  sodium,  including  ACE  inhibitors  A lew  cases  ol  lithium  toxicily  have  been  reported  in  patients  receiving  concomitant 
VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  ol  both  drugs  It  is  recommended  that  serum  lithium  levels 
be  monitored  Ireguently  il  enalapril  is  administered  concomitanlly  with  lithium 
Pregnancy:  Pregnancy  Category  D SeemmNGS.Felal/HeonalalMorbidilyandMorlalily 
Nursing  Mothers  Enalapril  and  enalaprilal  are  delected  in  human  milk  in  trace  amounts  Caution  should  be  exercised 
when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use  Safely  and  effectiveness  in  children  have  not  been  established. 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  salely  in  more  than  10,000  patients,  including  over  1000  palienis 
treated  lor  one  year  or  more  VASOTEC  has  been  lound  to  be  generally  well  tolerated  in  controlled  clinical  Inals  involving 
2987  patients, 

HYPERTFNStON  The  most  Irequent  clinical  adverse  experiences  in  controlled  trials  were-  headaohe  (5  2%),  dizziness 
(4  3%).  and  taligue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  trealed  with  VASOTEC  in  controlled  clinical  trials  were- 
diarrhea  (1 4%),  nausea  (1 4%).  rash  (1.4%),  cough  (1 3%),  orthostatic  eltecis  (12%),  and  asthenia  (1.1%). 

HEART  FAILURE  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(7,9%),  hypotension  (67%).  orlhoslalic  ellects  (2  2%),  syncope  (2  2%),  cough  (2  2%),  chest  pain  (2,1%),  and  diarrhea 
(21%), 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  trealed  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  taligue  (1.8%),  headache  (1.8%),  abdominal  pain  (1.6%),  asthenia  (16%),  orthostatic 
hypotension  (16%),  vertigo  (1,6%),  angina  pectoris  (15%),  nausea  (1.3%),  vomiting  (1.3%),  bronchitis  (13%).  dyspnea 
(1 3%),  urinary  tract  infection  (1 3%),  rash  (1.3%),  and  myocardial  inlarclion  (12%). 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  ot  adverse  experiences  occurring  in 
0 5%  lo  1%  ol  patients  with  hypertension  or  heart  lailure  m clinical  trials  m order  ol  decreasing  seventy  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarclion  or  cerebrovascular  accident,  possibly  secondary  lo  excessive 
liypolension  in  high-risk  patients  (see  WARNINGS.  Hypotehsion).  pulmonary  embolism  and  inlarclion,  pulmonary  edema; 
rhythm  disturbances  including  atrial  tachycarrtia  and  bradycardia,  atrial  fibrillation:  palpitation 
Digestive:  Ileus,  pancreatitis,  hepatitis  (hepatocellular  [proven  on  rechallenge)  ot  cholestatic  jaundice),  melena,  anorexia, 
dyspepsia,  constipation,  glossitis,  slomalilis.  dry  mouth 


There  was  no  tetotoxicily  or  teratogenicity  in  rats  trealed  with  up  to  200  mg/kg/day  of  enalapril  (333  times  the  maximum 
human  dose)  Fetoloxicily,  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rals  given  1200  mg/kg/day  ol 
enalapril.  bul  did  not  occur  when  these  animals  were  supplemented  wilh  saline  Enalapnl  was  not  teratogenic  in  rabbits 
However,  maternal  and  fetal  toxicily  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or  more  Saline  supplemenlalion 
prevented  Ihe  maternal  and  fetal  toxicily  seen  at  doses  ol  3 and  10  mg/kg/day  bul  not  at  30  mg/kg/day  (50  limes  the 
maximum  human  dose) 

It  VASOTEC  IS  used  during  pregnancy  or  il  Ihe  patient  becomes  pregnant  while  taking  VASOTEC,  Ihe  palient  should  be 
apprised  ol  Ihe  potential  hazards  lo  the  fetus. 

Precautions:  General  Impaired  Renal  Function-  As  a consequence  ol  inhibiling  Ihe  renin-angiotensin-aldosterone 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure  whose 
renal  lunclion  may  depend  on  the  activity  ol  the  renin-angiotensin-aldoslerone  system,  treatment  with  ACE  inhibitors, 
including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal  lailure  and/or 
death 

In  clinical  studies  m hypertensive  patients  with  unilateral  or  bilaleral  renal  artery  stenosis,  increases  in  blood  urea  nitrogen 
and  serum  creatinine  were  observed  in  20%  ot  palienis  These  increases  were  almost  always  reversible  upon  discontinua- 
tion ol  enalapnl  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  Ihe  lirsl  lew  weeks  ol 
therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  crealinine,  usually  minor  and  Iransient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  palienis  with  preexisting  renal  impairmenl  Dosage  reduclion 
and/or  discontinuation  ol  Ihe  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  wilh  hypertension  or  heart  lailure  should  always  include  assessment  ol  renal  lunclion 

(See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia.  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximalely  1%  ol  hypertensive  patients  in 
clinical  Inals  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  lailure.  hyperkalemia  was 
observed  m 3.8%  ol  patients,  bul  was  not  a cause  lor  discontinuation 

Risk  lactors  lot  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus,  and  Ihe  concomitant  use  ol 
potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should  be 
used  cautiously,  il  at  all,  with  VASOTEC  (See  Drug  tnleractions) 

Cough  Cough  has  been  reported  with  the  use  ol  ACE  inhibitors.  Characleristically,  the  cough  is  nonproductive,  persisteni 
and  resolves  alter  disconlinuation  ot  therapy  ACE  inhibitor -induced  cough  should  be  considered  as  part  ol  the  dillerenlial 
diagnosis  ol  cough 

Surgery/Anesihesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  lhal  produce  hypotension, 
enalapnl  may  block  angiotensin  II  lormation  secondary  to  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 

Inlormalion  lor  Patients  Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  Ihe  lirsl 
dose  ol  enalapnl  Palienis  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting 
angioedema  (swelling  ol  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  lo  take  no  more  drug 
until  they  have  consulted  with  the  prescribing  phy  -.ician 

Hypotension  Patients  should  be  cautioned  lo  report  lighiheadedness.  especially  during  the  first  few  days  ol  therapy  II 


Musculoskeletal  Muscle  cramps 

Nervous/Psychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Respiratory:  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  inlection 
Skin  ExIolialive  dermatitis,  toxic  epidermal  necrolysis,  Slevens-Johnson  syndrome,  herpes  zoster,  erythema  mullitorme, 
urticaria,  pruritus,  alopecia,  flushing,  diaphoresis. 

Special  Senses  Blurred  vision,  tasle  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
Urogenital  Renal  failure,  oliguria,  renal  dystunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  impotence, 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA.  an  elevated  erythrocyte  sedimentation  rale, 
ailhralgia/arlhritis,  myalgia,  lever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other  derma- 
lologic  manilesiations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (02%)  Angioedema  associated  wilh 
laryngeal  edema  may  be  latal.  If  angioedema  ol  the  tace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treatment 
with  VASOTEC  should  be  discontinued  and  appropriale  therapy  instituted  immediately  (See  WARNINGS ) 

Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  09%  and  syncope  occurred  in  05%  ot  patients 
following  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in 
0.1%  ol  hypertensive  patients  In  heart  failure  palienis,  hypotension  occurred  in  6.7%  and  syncope  occurred  in  2 2%  ol 
patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart  lailure.  (See 
WARNINGS) 

Fetal/Neonatal  Morbidity  and  Mortality  In  inlanis  exposed  in  ulero  lo  ACE  inhibitors  Ihe  following  adverse  experiences 
have  been  reported  Fetal  and  neonatal  death,  renal  lailure,  hypoplastic  lung  development,  hypotension,  hyperkalemia, 
skull  hypoplasia,  limb  contractures,  craniolacial  delormities.  inlraulerine  growth  retardation,  prematurity  and  patent 
duclus  arteriosus  (See  WARNINGS,  Fetal/Neonatal  Morbidity  and  Mortality) 

Clinical  Laboratory  Test  Findings  Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine.  Blood  Urea  Nitrogen:  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  crealinine, 
reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  ot  patients  with  essential  hypertension  trealed 
with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  palienis  wilh  renal 
artery  stenosis  (See  PRECAUTIONS ) In  palienis  with  heart  failure  who  were  also  receiving  diuretics  with  or  without 
digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  of  VASOTEC  and/or 
other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients  Increases  in  blood  urea  nitrogen  or  creatinine 
were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit.  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g% 
and  10  vol%,  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  bul  are 
rarely  of  clinical  importance  unless  another  cause  ot  anemia  coexists  In  clinical  trials,  less  than  01%  of  patients 
discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)-  In  marketing  experience,  rare  cases  ol  neulropenia.  Ihrombocy- 
lopenia,  and  bone  marrow  depressron  have  been  reported  A lew  cases  ol  hemolysis  have  been  reported 
m palienis  with  G6PD  deficiency 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
For  more  detailed  inlormalion.  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion.  Merck 
Sharp  & Dohme.  Division  ol  Merck  & Co  . INC  . West  Point.  PA  i9A86  J9VS61R2(824) 
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Memories  of  a Small  Town:  Medicine  the  Old 
Fashioned  Way^ 

2 

Marjorie  Kammerling  Reynolds 

Some  physicians  never  know  the  joy  of  practicing  medicine  in  a small  town.  The  author  has  vivid  memories  of  when 
her  father  did. 


Dr  Theodore  Kammerling  in  his  office  in  Spencer,  SD. 


There  was  never  a doubt  in  my 
father’s  mind  when  he  graduated  from 
medical  school  in  1904:  Theodore  Kam- 
merling wanted  to  set  up  his  practice  in 
"a  very  small  town,  preferably  in  the 
West,  where  I can  know  my  patients  and 
where  I am  really  needed." 

He  found  tiny,  dust-swept  Spencer, 

South  Dakota,  a town  of  no  more  than  a 
few  hundred  people,  50  miles  from  the 
nearest  doctor.  Main  Street  had 
wooden  sidewalks  and  a one-block 
stretch  of  industry  - a blacksmith,  a 
grocery  store,  a pool  hall,  a grain 
elevator  and  a railroad  track  where  a 
sleepy  train  would  show  up  now  and 
then.  This  was  a town  of  hot,  dry  winds, 
outhouses,  muddy  roads,  coal-oil  lamps 
and  a one-room  schoolhouse. 

The  people,  hard-working  wheat 
farmers,  worshipped  in  a little  white 
church  every  Sunday.  They  were  happy  with  their  barn 
dances,  watermelon  feasts  and  horseshoe  contests,  and 
they  helped  each  other  through  deaths  and  other  hard 
times. 

My  father,  still  in  his  20s,  opened  his  one-room  office 
on  the  second  floor  of  a dilapidated  wooden  building. 
He  helped  many  pregnant  women,  heart  patients  and 
people  with  broken  limbs  up  those  rickety  steps. 

Of  course,  my  father  made  house  calls  to  patients  too 
sick  to  come  see  him,  and  often,  he  found  it  necessary 
to  stay  through  the  night.  "Doc"  hired  a dependable 
buggy  driver  to  take  him  to  visit  patients  who  lived 
beyond  walking  distance.  Business  was  good,  my  father 
was  getting  the  experience  he  wanted  and  his  patients 
were  paying  him  promptly. 


i 1.  Reprinted,  with  permission,  from  Private  Practice,  September  1990 
issue. 

2.  A free-lance  writer  who  makes  her  home  in  Indianapolis. 


In  1905,  my  father  met  a young  woman  who  was 
interested  in  nursing  and  had  experience  in  anesthesia 
and  childbirth  cases.  They  married  a year  later  and 
immediately  started  looking  for  a house  that  could  be 
converted  into  a small  hospital.  On  the  corner  of  Main 
Street  and  Cowpatch,  they  found  an  attractive  old  home 
with  plenty  of  living  room  on  the  first  floor  and  five 
rooms  on  the  second. 

Fired  with  enthusiasm,  my  mother  and  father 
designed  a remarkable  facility  that  became  the  only 
hospital  within  100  miles.  The  main  floor  included  a 
large  waiting  room,  a supply  room,  a small  office  and 
adequate  living  space.  The  largest  upstairs  room  was 
used  for  operations,  while  recuperating  patients  stayed 
in  the  other  bedrooms. 

Eventually,  two  registered  nurses  were  added  to  the 
staff  and  a young  medical  school  graduate.  Dr 
Schneider,  moved  into  the  old  second-floor  office.  The 
two  physicians  became  close  friends  and  worked 
together  on  consultations  and  difficult  cases. 
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I have  vivid  memories  of  growing  Hi 
up  in  the  old  house.  As  a result  of 
toddling  into  the  waiting  room  and 
talking  to  patients,  I contracted  the 
measles,  chicken  pox  and  mumps 
before  I was  old  enough  to  attend 
school.  I remember  the  parrot  we 
kept  in  a big  cage  in  the  corner  of 
the  room  - my  father  thought  it 
would  entertain  his  patients.  Polly, 
who  lived  to  be  almost  20,  said 
"good  morning"  to  everyone  who 
came  in,  day  or  night.  She  also 
learned  a few  colorful  expressions 
from  local  farmers. 

Through  the  years,  we  made  ad- 
ditions and  improvements  to  our 
hospital.  We  built  a beautiful  barn 
behind  the  house  and  bought  our 
own  team  of  horses  - Babe  and  Bess 
- who  we  treated  like  household 
pets.  My  father  hired  a man  named 
Jake  to  live  on  the  property,  take 
charge  of  the  stable,  care  for  the 
horses  and  drive  the  buggy.  I spent  many  hours  "help- 
ing" Jake  sweep  out  the  barn  and  tend  to  the  horses. 

South  Dakota  winters  were  unbelievable.  Tempera- 
tures of  minus  30  were  common,  as  were  towering 
snowdrifts  that  blanketed  roads  and  fences.  Jake  and 
my  father  covered  their  legs  with  sheepskin  robes  and 
the  sides  of  the  buggy  with  isinglass  curtains  to  block  the 
violent  winds.  Blinders  kept  the  horse’s  eyes  and  nose 
from  freezing.  Occasionally,  to  relieve  the  misery  of 
those  hard  journeys,  Jake  and  my  father  would  hunt,  and 
later,  we  all  would  feast  on  fried  rabbit.  I can  still  see 
my  father  standing  in  the  kitchen  doorway,  laughing, 
covered  with  snow  and  proudly  displaying  his  catch. 
When  he  didn’t  bring  home  rabbit,  he  expected  a stack 


Dr  Theodore  Kammerling 


Dr  Theodore  Kammerling,  seated  in  car,  and  the  hospital  he  built  in  Spencer,  SD 


■ of  buckwheat  pancakes  and 
steaming  coffee. 

The  memories  aren’t  all 
pleascmt.  We  suffered  through 
burning  droughts,  failing  wheat 
crops,  hungry  grasshoppers 
and  violent  dust  storms.  But 
even  through  the  bad  times,  my 
father  stayed  busy  because 
people  still  got  sick  and  had 
babies. 

He  never  refused  to  treat 
patients,  regardless  of  whether 
or  not  they  could  pay  his  bill. 
Some  people  offered  chickens, 
eggs,  vegetables  or  labor  as 
partial  payment,  but  my 
father’s  account  book  bulged 
with  debts. 

When  World  War  I broke 
out,  my  mother  organized 
women  to  make  bandages  and 
knit  socks  and  scarfs.  For  her 
efforts,  she  was  awarded  a blue 
veil  from  the  governor  of  South  Dakota. 

Following  close  on  the  heels  of  the  war  was  a flu 
epidemic.  Our  telephone  rang  eonstantly.  People  — 
especially  the  very  old  and  the  very  young  — were  dying, 
but  there  was  little  that  could  be  done  for  them.  My 
father  and  Dr  Schneider  treated  patients  day  and  night. 
They  were  sick  with  fever  themselves,  but  they  were 
unable  to  rest. 

One  night  we  received  an  emergency  call  from  a 
woman  in  labor.  My  father  was  only  two  blocks  away  on 
a call,  but  his  patient  didn’t  have  a telephone.  My 
mother,  three  months  pregnant,  plodded  through  deep 
snow  with  only  the  moon  to  light  her  way.  She  slipped 
and  fell  but  finally  was  able  to  get 
her  breath  and  continue  walking. 
When  she  reached  my  father,  she 
said  nothing  about  her  own 
mishap.  The  woman  delivered  a 
healthy  baby  girl;  my  mother  had  a 
miscarriage. 

My  father  stayed  in  Spencer  for 
20  years.  Eventually,  however,  he 
and  my  mother  decided  a change 
was  necessary.  When  my  father 
was  invited  to  a Chicago  hospital 
to  train  as  an  ear,  nose  and  throat 
specialist,  he  took  advantage  of  the 
opportunity. 

We  began  making  plans  for  the 
great  move.  Word  of  our  im- 
minent departure  spread  quickly, 
and  while  many  people  were  upset 
by  the  news,  most  wished  us  good 
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luck.  We  assured  everyone  that  Dr  Schneider  was  stay- 
ing and  that  other  young  doctors  probably  would  join 
him. 

There  were  handshakes,  hugs  and  tears  the  day  we 
left.  We  gave  Polly  to  friends,  and  Dr  Schneider  took 
over  the  hospital  and  agreed  to  care  for  Babe  and  Bess. 

I later  learned  that  the  streets  of  the  town  had  been 
paved  and  traffic  lights  had  been  installed.  I also  heard 
that  a newspaper  office,  a theater,  a restaurant  and  a 
pharmacy  had  been  added  and  that  the  population  had 
doubled.  However,  I have  never  returned;  I really  don’t 
want  to  see  the  changes.  # 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure.  If  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  anfidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug,T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ''  '^•‘i  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’A  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks, 3 
How  Supplied:  Oral  tablets  of  Yocon"*  1/12  gr.  5.4  mg  in 


bottles  of  100's  NOC  53159-001-01  and  1000’s  NDC 


53159-001-10. 
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Provider  Relations. 
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Hyperlipoproteinemias:  Part  III^ 
When  To  TVeat 

H.  Bruce  Vogt,  MD^ 


ABSTRACT 

The  recommended  treatment  goals  for  patients  with  hypercholesterolemia  who  do  not  have  coronary  heart  disease 
or  two  additional  risk  factors,  are  a total  cholesterol  of  less  than  240  mg/dL  and  an  LDL-cholesterol  of  less  than 
160  mg/dL.  For  patients  with  coronary  heart  or  two  additional  risk  factors,  the  goals  are  200  mg/dL  and  130  mg/dL 
respectively.  The  step-one  diet  is  the  initial  therapy  for  hypercholesterolemia,  followed  by  the  more  rigid  step-two 
diet  if  response  has  been  inadequate.  Drug  treatment  is  indicated  upon  failure  of  adequate  response  to  six  months 
of  dietary  therapy,  and  an  LDL-cholesterol  of  greater  than  or  equal  to  190  mg/dL  in  the  patient  without  coronary 
heart  disease  or  two  additional  risk  factors,  or  greater  than  or  equal  to  160  mg/dL  in  the  patient  with  coronary  heart 
disease  or  two  additional  risk  factors.  The  decision  regarding  when  to  treat  patients  with  hypertriglyceridemia  is 
controversial.  Patients  with  levels  greater  than  500  mg/dL  should  at  least  be  treated  by  diet.  A consensus  report 
on  the  management  of  children  with  hyperlipidemia  is  awaited.  The  approach  to  the  elderly  patient  is  debated. 


INTRODUCTION 

In  parts  I and  II  ’ of  this  update  on  the  hyper- 
lipoproteinemias, lipoprotein  classification  and  specific 
abnormalities  were  reviewed,  and  the  recommenda- 
tions for  screening  discussed.  Management  is  the  focus 
of  parts  III  and  IV. 

As  discussed  in  part  II,  intitial  classification  of  the 
patient  is  based  on  the  nonfasting  total  serum 
cholesterol  level.  A total  serum  cholesterol  of  less  than 
200  mg/dL  is  defined  as  desirable,  with  a level  of 200-239 
mg/dL  classified  as  borderline-high,  and  a level  greater 
than  or  equal  to  240  mg/dL  classified  as  high.  Sub- 
sequent classification  is  based  on  the  LDL-cholesterol 
level  and  defined  as  desirable,  borderline-high  risk,  and 
high  risk  at  levels  of  less  than  130  mg/dL,  130-159 
mg/dL,  and  greater  than  or  equal  to  160  mg/dL  respec- 
tively. 

Patients  with  desirable  levels  of  lipids  can  benefit 
from  dietary  counseling  as  a part  of  preventive  medicine 
activities.  The  patient  should  be  told  to  achieve  or 


1.  The  third  of  4 parts. 

2.  Professor,  Department  of  Family  Medicine;  Dean,  Graduate  Medi- 
cal Education,  USD  School  of  Medicine.  Director  of  Medical  Educa- 
tion, McKennan  Hospital,  Sioux  Falls,  SD. 


maintain  ideal 
body  weight;  limit 
foods  high  in 
saturated  fatty 
acids;  and  limit 
foods  high  in 
cholesterol. 

Dietary  limita- 
tions are  noted  in 
Table  I.  Addition- 
ally, the  patient 
should  be  told  to 
increase  those 
foods  in  the  diet 
found  in  Table  II. 

Regular,  aerobic 
exercise  should  also  be  recommended.  Other 
(treatable)  risk  factors  must  be  addressed  including 
smoking,  hypertension,  diabetes  mellitus,  low  HDL- 
cholesterol,  and  severe  obesity.  A total  cholesterol 
measurement  should  be  repeated  within  five  years.^ 

WHEN  TO  TREAT  HYPERCHOLESTEROLEMIA 
The  decision  to  treat  patients  with  hyper- 
cholesterolemia is  determined  by  the  LDL-cholesterol 


Table  I 

DIETARY  LIMITATIONS 
Organ  Meats  (liver) 

Red  Meats  (beef,  pork,  lamb,  veal) 
Egg  (yolk) 

Butter 

Lard 

Coconut  and  Palm  oil 
Cheese 
Ice  Cream 
Sour  Cream 

Some  Shellfish  (shrimp) 

Fried  Foods 


APRIL  1991 


97 


Table  II 

INCREASE  IN  DIET 
Chicken  (remove  skin) 

Fish  (limit  shrimp) 

Turkey  (remove  skin) 

Lean  Meats  (and  trim  fat) 

Whole  Grain  Breads,  Cereal 

Margarine  High  in  Polyunsaturated  Fats 

Com,  Safflower,  Sunflower  Oil 

Seeds 

Nuts 

level.  The  expert  panel  recommends  initiating  treat- 
ment for  patients  without  coronary  heart  disease  or  two 
additional  risk  factors  when  the  LDL-cholesterol  level 
is  greater  than  or  equal  to  160  mg/dL.  For  patients  with 
coronary  hemt  disease  or  two  other  risk  factors,  therapy 
should  be  initiated  at  levels  of  130  mg/dL  or  above. 
Treatment  goals  are  specified  for  both  the  total  and 
LDL-cholesterol  levels  since  total  cholesterol  can  be 
reasonably  correlated  to  LDL-cholesterol,  and  because 
it  Ccm  be  obtciined  on  nonfasting  blood  and  inexpensive- 
ly compared  to  a lipoprotein  analysis.  The  goal  of 
treatment  for  a patient  without  coronau'y  heart  disease 
or  two  other  risk  factors  is  a totcil  cholesterol  of  less  than 
240  mg/dL  which  correlates  with  an  LDL-cholesterol  of 
less  than  160  mg/dL.  For  patients  with  coronary  heart 
disease  or  two  additional  risk  factors,  the  levels  are  less 
than  200  mg/dL  and  less  them  130  mg/dL  respectively. 
These  are  minimum  goals,  and  dietary  means  in  par- 
ticular should  be  used  to  obtain,  if  possible,  even  lower 
levels  of  LDL-cholesterol  in  an  effort  to  further  reduce 
the  patient’s  risk  of  coronary  heart  disease. 

Dietary  Therapy 

The  initied  management  of  hypercholesterolemia  is 
dietary.  Weight  reduction  should  be  accomplished. 
Obesity  can  produce  elevated  cholesterol  and 
triglycerides  and  is  a cause  of  a reduced  serum  HDL- 
cholesterol.'^  For  the  general  public,  the  American 
Heart  Association  recommends  a diet  composed  of 
limiting  fat  intake  to  30%  of  total  calories  (compared  to 
the  average  American  diet  of  40%),  saturated,  mono- 
unsaturated  and  polyunsaturated  fatty  acids  each  to 
appronmately  10%  of  total  calories,  and  cholesterol 
intake  to  less  than  300  milligrams  per  day.^  Many 
studies  have  determined  that  through  dietary  therapy, 
serum  cholesterol  levels  can  be  decreased  by  an  average 
of  10  to  15%,  and  with  an  associated  reduction  in  the 
incidence  of  cardiac  disease.  For  patients  with  hyper- 
cholesterolemia, the  expert'  panel  recommends  the 
step-one  diet  as  the  initial  dietary  intervention.  It  calls 
for  a total  fat  intake  of  less  than  30%  of  total  calories, 
saturated  fatty  acids  of  less  than  10%  of  total  calories, 
polyunsaturated  fatty  acids  of  up  to  10%  of  total  calories 
and  monounsaturated  fatty  acids  of  10-15%  of  total 
calories.  Cholesterol  is  limited  to  less  than  300  mil- 
ligrams per  day.  A step-one  diet  can  reduce  total 
cholesterol  levels  on  the  average  by  30-40  milligrams.^ 


A recent  report  demonstrates  an  adverse  affect  of 
trans  fatty  acids,  formed  when  vegetable  and  marine  oils 
rich  in  polyunsaturated  fatty  acids  are  hydrogenated, 
compared  to  oleic  acid,  the  primary  monounsaturated 
fatty  acid.  In  this  study,  not  only  were  LDL  levels 
increased,  but  HDL  levels  decreased,  resulting  in  an 
even  less  favorable  LDL  to  HDL  ratio  than  in  patients 
on  a saturated  fatty  acid  diet. 

As  dietary  treatment  is  the  eornerstone  for  manage- 
ment of  hypercholesterolemia,  appropriate  patient 
education  on  the  part  of  the  physician  and  dietitian  in 
the  form  of  practical  guidance  is  critical  to  the  success 
of  the  program.  The  following  approach  may  be  help- 
ful:® 

• Set  realistic  goals  and  monitor  closely. 

• Present  the  dietary  plan  in  a positive  light  stressing 
the  efficacy,  safety,  nutritional  adequacy,  and 
potential  for  satisfying  meals. 

• Modify  the  diet  gradually  to  make  it  easier  for  the 
patient. 

• Provide  information  on  grocery  shopping,  food 
preparation,  and  eating  away  from  home. 

Free  patient  education  materials  offering  practical 
advice  are  available  from  the  National  Heart,  Lung,  and 
Blood  Institute.  TVvo  available  booklets  are  entitled,  "So 
You  Have  High  Blood  Cholesterol",  and  "Eating  to 
Lower  Your  High  Blood  Cholesterol". 

It  is  not  necessary  to  wait  several  months  to  determine 
if  dietary  therapy  has  succeeded,  although  patients  do 
need  time  to  adjust  to  the  new  diet.  The  total 
cholesterol  should  be  rechecked  in  4-6  weeks  and  in 
three  months.  If  the  total  cholesterol  goal  is  met  (see 
above),  the  LDL-cholesterol  level  is  obtained.  If  the 
LDL-cholesterol  goal  is  met,  long  term  monitoring  is 
begun. 

Long  term  monitoring  includes  counseling  the  patient 
on  a quarterly  basis  the  first  year  and  then  twice  yearly. 
Diet  education  is  continued  and  the  patient  is  to  main- 
tain a fat  modified  diet  indefinitely.  A total  cholesterol 
level  is  determined  at  each  follow-up  visit. 

Patients  who  do  not  respond  to  the  step-one  diet  after 
three  months,  should  be  placed  on  the  step-two  diet. 
This  differs  from  the  step-one  diet  in  limiting  saturated 
fatty  acids  to  less  than  7%  rather  than  10%  and  restrict- 
ing cholesterol  to  less  than  200  milligrams  per  day  rather 
than  300  milligrams  per  day.  Again,  the  total  serum 
cholesterol  is  rechecked  in  4-6  weeks  and  in  three 
months  followed  by  the  LDL-cholesterol  level  if  war- 
ranted. A step-two  diet  can  effect  a further  reduction 
in  cholesterol  of  15  milligrams.^ 

Another  dietary  modification  which  has  recently  been 
promoted,  particularly  in  the  lay  media,  as  beneficial  in 
lowering  serum  cholesterol  is  the  addition  of  soluble 
fiber.  The  mechanisms  responsible  for  their 
hypocholesterolemic  effect  are  not  entirely  known. 
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Behall  et  al^  reported  a reduction  in  serum 
cholesterol  levels  with  the  soluble  fibers  carboxymethyl- 
cellulose  gum,  locust  bean  gum,  and  karaya  gum. 
HDL-cholesterol  and  triglycerides  were  unaffected. 
Cellulose,  an  insoluble  fiber,  did  not  significantly  affect 
the  serum  cholesterol. 

Kirby  et  al^®  reported  a beneficial  effect  of  oat  bran, 
another  source  of  soluble  fiber,  on  LDL -cholesterol 
without  an  adverse  affect  on  HDL-cholesterol.  Wheat 
bran,  an  insoluble  fiber,  has  been  found  to  be  ineffec- 
tive. 

Although  these  findings  have  been  recently  chal- 
lenged,^^ the  addition  of  soluble  fiber  to  the  diet  is  easy 
to  accomplish  without  hazardous  consequences. 

Drug  Therapy 

According  to  the  recommendations  of  the  expert 
panel,  the  decision  to  use  drug  therapy  is  based  upon 
failure  of  adequate  response  to  six  months  of  dietary 
therapy  and  an  LDL-cholesterol  level  of  greater  than 
or  equal  to  190  mg/dL  in  the  patient  without  coronary 
heart  disease  or  two  additional  risk  factors,  or  an  LDL- 
cholesterol  of  greater  than  or  equal  to  160  mg/dL  in  the 
patient  with  coronary  heart  disease  or  two  additional 
risk  factors.  They  do  note  that  in  patients  with  marked 
elevations  of  LDL  (greater  than  225  mg/dL)  or  with 
definite  coronary  heart  disease  a shorter  trial  period  of 
dietary  therapy  may  be  in  order.  Clinical  judgment 
regarding  the  decision  to  use  or  not  use  medications  is 
required  particularly  in  patients  who  do  not  fit  the  above 
guidelines.  For  instance,  what  should  be  the  approach 
in  a person  without  coronary  heart  disease  or  two  other 
risk  factors,  whose  LDL-cholesterol  has  improved  from 
a level  of  200  mg/dL  to  175  mg/dL  with  dietary  therapy? 
Although  the  criteria  are  not  met  for  drug  therapy,  the 
LDL-cholesterol  treatment  goal  has  also  not  been  met. 
The  physician  may  elect  to  use  drug  therapy  in  the  male 
patient  in  this  setting  but  not  in  the  female  patient.^  In 
these  cases,  a rational  approach  is  for  the  physician  to 
consider  such  variables  as  the  patient’s  age,  the 
presence  or  absence  of  other  risk  factors,  and  make  the 
decision  in  conjunction  with  the  patient.  It  is  important 
to  stress,  that  when  drug  therapy  is  initiated,  dietary 
modifications  must  continue.  Drugs  do  not  substitute 
for  the  diet. 

Adjunctive  Treatment 

Whether  the  treatment  program  is  that  of  diet  alone 
or  combined  with  drugs,  other  adjunctive  measures  are 
indicated.  Regular  aerobic  exercise  is  recommended, 
as  it  raises  HDL-cholesterol  and  lowers  VLDL- 
cholesterol.  In  some  patients,  exercise  may  lower 
LDL-cholesterol.‘*  Other  treatable  risk  factors  must  be 
addressed. 

WHEN  TO  TREAT  HYPERTRIGLYCERIDEMIA 

The  decision  regarding  when  to  treat  patients  with 
hypertriglyceridemia  is  controversial.  Because  of  the 


risk  of  pancreatitis,  all  would  agree  that  when 
triglycerides  are  greater  than  1000  mg/dL  the  physician 
must  be  aggressive  in  the  management  of  this  problem. 
In  fact,  patients  with  levels  greater  than  500  mg/dL 
should  be  treated  at  least  by  diet.  Borderline  hyper- 
triglyceridemia (250-500  mg/dL)  is  often  due  to 
secondary  factors  and  will  respond  to  adequate 
management  of  the  underlying  disorder.  Three 
prevalent  problems  include  obesity,  alcohol  intake,  and 
diabetes  mellitus.  If  there  is  an  inadequate  response  to 
treatment  of  the  underlying  disorder,  the  patient  may 
have  a co-existent  primary  hyperlipoproteinemia.^^ 

In  patients  with  borderline  hypertriglyceridemia, 
weight  loss  and  increased  physical  activity  are  indicated. 
Regular  exercise  can  reduce  triglycerides  not  only 
through  weight  loss  but  also  by  the  enhancement  of 
VLDL  metabolism.  Other  specific  recommendations 
should  be  to  limit  simple  carbohydrates,  which  practi- 
cally speaking  means  sucrose,  and  limit  alcohol. The 
attempt  should  be  made  to  optimize  the  management 
of  any  underlying  disorder.  Drugs  may  be  considered 
in  familial  combined  hyperlipidemia,  dys- 
betalipoproteinemia,  and  in  those  patients  with  marked 
hypertriglyceridemia  (particularly  with  associated 
chylomicronemia)  failing  to  respond  to  dietary 
modification.^’^^ 


CHILDREN  AND  THE  ELDERLY 
Children 

The  management  of  children  with  hyper- 
cholesterolemia is  a difficult  and  controversial  issue  just 
as  are  the  screening  recommendations.  A consensus 
report  on  the  management  of  children  is  awaited.  In  the 
meantime,  there  are  some  reasonable  guidelines. 
Dietary  fat  should  not  be  restricted  in  children  under 
one  year  of  age,  and  children  younger  than  two  should 
not  have  total  dietary  fat  intake  restricted  to  less  than 
40%  of  calories. A total  fat  intake  of  between  30 
and  40%  of  calories  is  probably  adequate  for  growth 
and  development.  A sensible  approach  is  to  avoid  ex- 
treme dietary  limitations  for  children  known  not  to  be 
at  high  risk.  There  must  be  careful  attention  to  calories 
and  nutrients  to  support  adequate  growth  and  develop- 
ment through  the  first  two  decades  of  life.  Since  there 
is  little  experience  with  pharmacotherapy  in  children 
with  hypercholesterolemia,  the  efficacy  of  drugs  and 
their  potential  for  long  term  toxicity  is  not  known.  Ac- 
cordingly, they  should  only  be  considered  for  children 
with  extremely  high  cholesterol  levels,  such  as  with 
familial  hypercholesterolemia,  and  when  dietary  inter- 
vention has  failed. A bile  acid  sequestrant  like 
cholestyramine  has  been  used,  but  further  long  term 
studies  are  required. An  important  part  of  any 
adjunctive  treatment  for  children,  as  well  as  adults,  is 
the  promotion  of  maintenance  of  ideal  weight,  regular 
exercise,  and  avoidance  of  excessive  salt  and  smoking.^^ 
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Elderly 

In  the  case  of  the  elderly  patient,  and  \^dth  the  uncer- 
tainty regarding  the  significance  of  cholesterol  elevation 
in  these  individuals  and  of  the  effect  of  lowering  levels, 
a conservative  approach  seems  appropriate.  Relatively 
minor  dietary  changes  including  the  addition  of  oat  bran 
and  increased  consumption  of  fish  and  chicken  are 
rational.  Psyllium  can  be  considered.  Other  drug 
therapy  should  be  undertaken  with  caution  remember- 
ing the  concern  of  polypharmacy  and  the  drug 
interactions  which  can  occur.^®  More  data  is  necessary 
for  physicians  to  know  the  correct  approach  to  the 
management  of  the  elderly  patient. 
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Jacalyn  Slingsby,  President,  South  Dakota  State  Medical 
Association  Auxiliary 

Team  Effort-Integration 


"The  process  of  making  whole  or  complete  by  adding  orbringing 
parts  together. " 

Last  year  under  the  fine  leadership  of  SDSMA  presi- 
dent, Michael  Pekas,  and  SDSMA  Auxiliary 
president,  Karen  Pekas,  our  state  experienced  a very 
unique  TEAM  EFFORT  for  our  organizations.  This 
time  probably  offered  the  best  communication  and 
awareness  of  each  organization’s  activities  and  a col- 
laboration on  all  efforts  that  were  of  importance  to  both 
groups.  This  does  not  infer  we  are  currently  without 
TEAM  EFFORT  in  our  state,  but  rather  it  now  requires 
a more  exerted  effort  by  both  the  Medical  Association 
and  Auxiliary. 

By  definition  Auxiliary  is:  1)  offering  or  providing 
help,  2)  a group  or  organization  that  assists  or  is  sup- 
plementary to  a larger  one,  and  3)  supplementary.  The 
AMA  Auxiliary’s  Bylaws  state  the  purpose  is  "to  assist 
those  programs  of  the  AMA  and  improve  the  health  and 
quality  of  life  for  all  people;  to  promote  health  educa- 
tion, to  encourage  participation  of  volunteers  in 
activities  that  meet  health  needs  and  to  support  health- 
related  charitable  endeavors."  The  AMA  Auxiliary  and 
its  state  and  local  auxiliaries  are  appropriately  named 
because  they  are  organizations  that  assist  larger  ones: 
the  AMA,  state  and  district  medical  associations.  They 
are  also  supplementary  to  those  larger  organizations  in 
the  sense  that  they  complete  and  strengthen  the  whole 
scope  of  organized  medicine  by  extending  its  work 
through  programs  and  projects  that  help  the  medical 
j profession,  the  medical  family  and  the  entire  com- 
I munity. 
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Throughout  the  year  I have  tried  to  share  with  you 
programs  and  projects  in  which  the  AMA  and  AMA 
Auxiliary  are  working  in  collaboration  and  encourage 
your  participation  when  possible.  We  are  fortunate  in 
South  Dakota  that  our  State  Medical  Association  and 
Auxiliary  share  an  annual  meeting.  This  is  an  excellent 
time  for  us  to  meet  and  discuss  projects  for  future 
TEAM  EFFORT.  We  are  both  represented  on  the 
SoDaPAC  Board  and  the  Physicians  HELP  Committee 
and  some  of  our  district  medical  societies  have  medical 
auxilians  attending  meetings  for  the  purpose  of  sharing 
information  on  the  activities  of  each  and  also  discussing 
areas  that  would  be  benefited  by  a more  collaborated 
effort.  Some  of  our  districts  do  offer  joint  meetings 
throughout  the  year  although  the  auxiliary’s  participa- 
tion may  be  limited. 

At  national  conventions  and  confluences  I have  at- 
tended there  has  been  an  emphasis  placed  on  TEAM 
EFFORT  and  how  it  maximizes  accomplishments.  Par- 
ticularly, Texas  has  used  this  effort  to  impress  to  their 
legislators  that  "Physicians  Do  Care".  The  Texas  Medi- 
cal Auxiliary  and  Medical  Society  organized  a "Capitol 
Health  Day"  with  over  700  physicians  and  spouses  of- 
fering a one  day  health  fair  in  the  Capitol  Rotunda.  It 
greatly  enhanced  their  physicians’  images  and  sent  the 
right  message  that  physicians  do  care  for  people.  Their 
health  fair  offered  free  medical  testing,  education  on 
medical  legislation  for  attenders,  a time  to  honor  their 
legislature,  a time  for  auxilians  and  physicians  to  visit 
with  legislators  and  it  established  a presence  for  or- 
ganized medicine  at  the  state  capitol.  So  successful  was 
this  event  that  it  now  occurs  biennially  to  demonstrate 
to  their  legislators  that  "Texas  Medicine  Cares". 

Our  own  State  Medical  Auxiliary  has  organized  a 
similar  event  on  a smaller  scale  for  a number  of  years. 
This  past  month  Marie  Hovland  and  Carmen  Chavier 
organized  a breakfast  for  our  legislators.  Auxilians 
from  Pierre,  Aberdeen  and  Rapid  City  assisted  in  the 
event  to  make  our  legislators  aware  of  our  presence  and 
allow  us  a time  to  view  our  legislative  process. 
Physicians  James  Hovland  from  Aberdeen  and  James 
Wiggs  from  Yankton  were  also  present.  I feel  more 
TEAM  EFFORT  would  improve  our  event  and  send  a 
message  similar  to  Texas  that  "South  Dakota  Medicine 
Cares".  This  message  might  influence  our  legislators 
and  maximize  our  efforts  on  a variety  of  issues  pertinent 
to  medicine. 

I hope  you  will  consider  this  opportunity  for  more 
TEAM  EFFORT  in  both  local  and  state-wide  activities 
of  the  SDSMA  and  SDSMA  Auxiliary.  The 
INTEGRATION  should  definitely  benefit  our 
accomplishments.  # 
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Family  Practice,  Internal  Medicine 
and  General  Surgery  Practice 
Opportunities 

Rural  Lake  Country  Community  is  seek- 
ing the  above  practitioners  to  join  a busy 
12  physician  multispecialty  group. 
Quality,  comfortable  living  environment, 
multiple  recreational  activities,  fine 
educational  opportunities  and  cultural  ac- 
tivities abound.  Salary  and  fringe  benefits 
very  liberal. 

Send  curriculum  vitae  or  inquires  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 
or  call  collect  at  (701)  662-2157  for 
further  information 


Family  Practice  Physician 

needed  to  join  staff  of  well  equipped 
hospital-based  clinic.  Salary  of 
$100,000  to  $120,000;  malpractice 
and  health  insurances  paid;  35  days 
paid  personal  leave;  $1500  CME 
allowance;  and  relocation 
allowance.  Contact: 

Shirley  May,  Administrator 
Bennett  County  Hospital 
Martin,  SD  57551 
Phone:  605-695-6622 


Practice  Where  Others 
Want  To  Vacation! 

Family  practice  physician  to  join 
active  full  range  3-man  family 
practice  in  Salida,  Colorado  near 
skiing,  golfing,  fishing,  and  hunting. 
Write: 

T.  Sandell,  MD 
111  Shavano 
Salida,  CO  81201 


Family  Practice  - Hospital 
Sponsored  Clinic  Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is 
seeking  Family  Physicians  to  Join  a 
growing  practice  in  a new  facility.  The 
administrative  burdens  of  medical 
practice  will  be  minimized  in  this 
hospital-managed  clinic.  The  hospital 
has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes 
base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and 
student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact: 

Kari  Wangsness,  Associate 
The  Chancellor  Group,  Inc. 

France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 
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X<W  Medical  Association 


February  1,  1991  marked  Bob  Johnson’s  25th 
anniversary  with  the  South  Dakota  State  Medical 
Association.  The  employees  of  the  Association 
Building  helped  Bob  celebrate  with  lunch. 

Bob  joined  the  Medical  Association  in  1966,  soon 
after  his  graduation  from  the  University  of  South 
Dakota.  The  Medical  Association  and  South  Dakota 
Blue  Shield  were  then  in  the  same  building  and  under 
the  same  management.  Bob  was  hired  as  a claims  rep- 
resentative to  gear  up  for  Medicare  servicing  which 
began  July  1, 1966.  A year  later  he  assumed  a position 
in  public  and  professional  relations  and  his  career  as  a 
lobb5dst  at  the  South  Dakota  Legislature  began  in  1968. 

When  Blue  Shield  and  the  Association  took  separate 
paths  in  1972,  Bob  was  hired  as  executive  secretary  of 
the  Medical  Association,  a position  he  has  held  ever 
since.  Currently  he  is  CEO  for  the  Medical  Associa- 
tion, the  South  Dakota  Board  of  Medical  and 
Osteopathic  Examiners,  The  South  Dakota  Foundation 
for  Medical  Care  and  the  latest  venture  of  the  Medical 
Association,  DAKOTACARE,  which  started  five  years 
ago. 

Bob  and  his  wife,  Terri,  have  three  children,  Julie; 
Christopher;  and  Nathan. 

i|i  * 4i  lit  4: 

Dr  Carl  Kosse,  a neurologist  from  Aberdeen,  recently 
presented  a program  entitled  "Medical  Aspects  on  the 
Death  of  Christ"  at  the  Women’s  Aglow  Fellowship  in 
Redfield. 

Ill  iif  * lit  * 


Floyd  A.  Alcorn,  MD,  died  March  7 in  Sioux  Falls  at 
the  age  of  96.  He  was  born  in  1894  in  Cassville, 
Wisconsin,  and  moved  with  his  family  to  Boulder, 
Colorado,  when  he  was  4 yeeu's  old.  He  married  Edith 
Smith  in  1917.  She  died  in  1974. 

Dr  Alcorn  graduated  from  the  University  of 
Colorado  Medical  School  in  1920  and  began  his  prac- 
tice in  Haxtun,  Colorado  in  1921.  He  and  his  wife 
moved  to  Lincoln,  Nebraska,  in  1931,  where  he  served 
as  superintendent  of  the  Orthopedic  Hospital  for  35 
years.  They  then  moved  to  Sioux  Falls  in  1965  where 
he  worked  at  the  Robert  Van  Demark  Clinic  until  his 
retirement  in  1973.  He  was  an  honorary  member  of 
the  South  Dakota  State  Medical  Association. 

He  is  survived  by  one  daughter.  Dr  Edith  Burns, 
Sioux  Falls;  one  brother,  Loren,  Toronto,  Kansas;  and 
one  sister,  Lilah  Brenner,  Napa,  California. 


Anthony  Salem,  MD,  who  specializes  in  internal 
medicine,  has  been  named  as  chief  of  staff  at  the  Royal 
C.  Johnson  Veterans  Memorial  Hospital  in  Sioux  Falls. 
He  has  been  acting  chief  of  staff  since  April  1990. 

Dr  Salem,  a native  of  Oklahoma,  came  to  Sioux  Falls 
in  1976  to  set  up  the  internal  medicine  residency  pro- 
gram at  the  University  of  South  Dakota  Medical  School. 
He  will  continue  as  director  of  the  residency  program. 
Dr  Salem  is  also  an  editorial  assistant  for  the  SOUTH 
DAKOTA  JOURNAL  OF  MEDICINE. 

4:  ^ :ic  4: 


Myron  C.  Ihnk,  MD,  of  Brookings,  died  recently  in 
Mesa,  Arizona,  at  the  age  of  85.  Dr  Tank  was  born  in 
1905  in  Pierre.  He  moved  with  his  parents  to  Canton 
where  he  grew  up.  He  attended  the  University  of 
South  Dakota,  graduating  in  1925  with  a bachelor’s 
degree  and  received  his  medical  degree  in  1927  from 
Washington  University.  In  1930,  he  married  Hazel 
Fowler  in  Dennison,  Texas,  and  they  moved  to  Brook- 
ings where  he  practiced  medicine  at  the  Brookings 
Clinic  until  his  retirement  in  1980. 

After  his  wife.  Hazel,  died  in  1984,  he  married 
Marjorie  DeKraai  in  Brookings.  He  was  a member  of 
First  Lutheran  Church,  Elks  Lodge,  Masonic  Temple, 
Eastern  Star  of  Brookings,  El  Riad  Shrine  of  Sioux 
Falls,  and  a past  member  of  the  Hospital  Board  where 
he  served  as  president  for  25  years.  He  was  an 
honorary  member  of  the  SD  State  Medical 
Association. 

Survivors  include  his  wife;  two  daughters,  Mrs 
Wayne  (Mary)  Severson,  Pittsburg,  Penn;  and  Mrs 
Milton  (Jane)  Ohnstad,  Billings,  Mont;  five 
grandchildren;  and  two  great-grandchildren. 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 
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Progressive  physi- 
cian owned  organ- 
ization has  full-time 
positions  available 
for  emergency  physicians  in  several  north- 
western communities  Including  Sioux  Falls  and 
Yankton,  South  Dakota,  Casper  and  Cheyenne, 
Wyoming  and  Pasco,  Washington.  Competitive 
compensation  plus  an  excellent  benefit  pack- 
age including  malpractice,  health,  disability  and 
life  insurance  as  well  as  profit  sharing  and  CME 
benefits.  Flexible  schedules,  attractive 
communities  to  provide  exceptional  working 
and  living  conditions,  exciting  recreational 
opportunities. 

Contact:  Janet  Cowley 

Recruitment  Coordinator 
BMP,  PC 

(307)  632-1436/FAX  (307)  635-4642 
P.O.  BOX  805 
Cheyenne,  WY  82003 


tMlRCENCY  MEDICAL  PHYSICIANS,  PC 


Physician  Opportunities 

Physician  opportunities  exist  for  a BC 
General  Surgeon,  a BC/BE  Urologist  for  as- 
signment in  our  surgical  service,  and  a 
BC/BE  Internist  or  Family  Practitioner  to 
work  in  the  ambulatory  care  section.  Join  the 
nation’s  largest  health  care  team.  Licensure 
any  state.  Must  meet  English  proficiency  re- 
quirement. Competitive  salary  with  excellent 
benefits.  Enjoy  Grand  Island,  Nebraska, 
named  one  of  the  50  best  towns  in  America 
and  three-time  recipient  of  the  All-American 
City  Award.  Contact  or  send  CV  to: 

Stephen  W.  Maks,  MD 
Chief  of  Staff 
VA  Medical  Center 
2201  N BroadweU 
Grand  Island,  NE  68803 
308/382-3660,  ext.  2106 

"Equal  Opportunity  Employer" 


The  Physicians’  HELP 
Rehabilitation 
Program 

of  the 

South  Dakota  State  Medical 
Association 

Designed  to  help  physicians  addicted 
to  alcohol  and/or  other  drugs  as  well  as 
those  with  emotional  and  psychiatric 
disorders. 

All  referrals  and  information  remain 
confidential. 

Call:  (605)  336-1965 
or 

Write:  Physicians’  HELP  Committee 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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Mobile  Tomographic  (SPECT)  Thallium 
Heart  Studies 

VV.  A.  Boade,  MD^ 


Coronary  artery  disease  (CAD)  is  frequently 
manifested  by  exercise  induced  chest  pain,  but 
lacking  in  manifestation  at  rest.  By  using  treadmill 
exercise  a physician  can  induce  this  chest  pain  and  the 
accompanying  EKG  changes.  It  is  well  known  that  the 
stress  EKG  alone  may  not  be  diagnostic  for  CAD. 
Therefore,  thallium  imaging  when  used  in  conjunction 
with  the  stress  EKG,  improves  the  diagnostic 
capabilities  of  the  examination. 

Thallium  201  is  an  element  analogous  to  potassium. 
When  injected  into  the  body,  the  cells  recognize  thal- 
lium as  potassium.  Wherever  potassium  is 
concentrated,  thallium  will  also  concentrate.  When  the 
myocardium  is  ischemic,  thallium  and  potassium  are 
prevented  from  entering  the  muscle  cell.  After  allevia- 
tion of  the  ischemic  state,  the  thallium  (and  potassium) 
again  are  allowed  to  enter  the  cell. 

It  is  the  usual  proeedure  when  conducting  a thallium 
stress  test  to  have  an  antecubital  heparin  lock  in  place. 
This  will  allow  for  easy  infusion  of  thallium  at  the  time 
of  injeetion. 

The  physician  in  charge  of  the  stress  test  follows  the 
exercise  protocol  of  his/her  choice.  At  peak  exercise 
(target  heart  rate  or  symptom  limited)  a predetermined 
dose  of  thallium  201  is  injeeted  through  the  heparin  lock 
(IV).  An  important  part  of  the  thallium  stress  test  is  the 
attempt  to  individualize  the  thallium  dose.  The  usual 
thallium  dose  for  a patient  who  is  of  normal  size  is  3.5 
mCi.  With  increased  chest  size  it  may  be  necessary  to 
increase  the  dose  of  thallium  administered.  This  adjust- 
ment should  be  under  the  direction  of  the  nuclear 
physician. 

After  30  or  more  seconds  of  additional  exercise  the 
patient  is  allowed  to  stop  exereising  and  is  monitored  by 
EKG  for  a few  minutes.  Preferably  the  patient  is  plaeed 
under  the  nuclear  (SPECT)  camera  within  ten  minutes 
post  exercise. 


Table  I 

Thallium  Dose  Schedule 

Less  than  160  lbs 

3iimCi^^Tl 

160-190  lbs 

4.0mCi^®^Tl 

190-220  lbs 

4.5  mCi^'^^Tl 

220-250  lbs 

5.0ma^‘^Tl 

250  & over 

5 J mCi^^Tl 

Doses  over  5.5  mCi  require  physician  prescription. 

The  acquisition  of  data  consists  of  a 180  degree  arc 
(45°  RAO  to  45°  LPO)  with  32  stops  consisting  of  40 
second  acquisitions.  This  acquisition  requires  22 
minutes.  After  a minimum  of  4 hours,  the  acquisition  is 
repeated.  Post  stress  and  delay  data  are  compared. 
Occasionally,  further  delay  acquisitions  may  be  re- 
quired. Also,  it  may  be  necessary  to  re-inject  a second 
(generally  smaller)  dose  of  thallium  prior  to  the  acquisi- 
tion of  the  delayed  images.  This  procedure  should  be 
reserved  for  "fixed"  abnormalities  (non-redistributing 
defects)  when  utilizing  the  standard  one-injection  tech- 
nique. 

There  are  quality  control  procedures  that  must  be 
followed  when  performing  SPECT  Thallium  proce- 
dures. Strictly  following  the  manufacturer’s 
instructions  is  essential  for  every  proeedure.  Artifacts 
of  patient  motion  must  be  identified  and  attempts  made 
to  minimize  them.  Artifacts  made  by  tissue  attenuation 
also  must  be  minimized.  The  reeognition  of  infiltrated 
^®^T1  injections  must  be  aceomplished  and  the  effects 
minimized  if  possible. 

SPECT  Thallium  imaging  allows  us  to  study  myocar- 
dial slices  in  three  (or  more)  planes.  The  most 
frequently  used  slice  planes  are  vertical  long  axis, 
horizontal  long  axis  and  short  axis.  (Figure  5) 

Another  imaging  parameter  is  the  polar  map,  or 
"bull’s-eye"  image.  This  image  is  two  dimensional 


1.  Nuclear  medicine,  Sioux  Falls,  SD. 
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PLANES  OF  THE  HEART 


NORMAL  STUDY: 
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Figure  1 

Vertical  long  axis  slices  of  normally  perfused  myocardium 
imaged  with  (Thallium). 
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Figure  2 

Horizontal  long  axis  slices  of  a normally  perfused  myocar- 
dium imaged  with  (Thallium). 
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Figure  3 

Short  axis  slices  of  a normally  perfused  myocardium  im- 
aged with  (Thallium). 


Figure  4 

Polar  map  ("Bull’s-eye")  of  a normally  perfused  myocar- 
dium imaged  with  T1  (Thallium). 
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Short  axis 
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long  axis 


Vertical 
long  axis 


Figure  5 


computer  representation  of  activity  in  all  regions  of  the 
myocardium.  With  the  polar  map  we  can  define  seg- 
mental regions  of  the  myocardium  and  show  the 
corresponding  coronary  artery  blood  supply.  (Figure  4) 

Generally 
speaking,  the 
anterior  and  sep- 
tal areas  are 
supplied  by  the 
left  anterior  des- 
cending coronary 
artery  (LAD); 
the  lateral  wall  by 
LAD  or  left  cir- 
cumflex artery 
(LCX);  the  in- 
ferior wall  by  the  Figure  6 

right  coronary  artery  (RCA).  (Figure  6) 


All  thallium  SPECT  studies  are  compared  to  "normal" 
male/female.  These  "normals"  are  selected  and  tested 
at  Emery  University  of  Atlanta,  Georgia.  In  some  in- 
stances a male  may  need  to  be  compared  with  a normal 
female  (as  in  gynecomastia).  Also,  a female  may  need 
to  be  compared  with  normal  male  (as  in  left  mastec- 
tomy). When  comparing  a patient  study  with  a normal, 
any  deviation  from  normal  by  more  than  2.5  standard 
deviations  is  color-coded  black  on  the  bull’s-eye  image. 


In  male  patients  the  highest  to  lowest  concentration 
of  myocardial  thallium  is:  lateral  wall,  anterior  wall, 
septum  and  inferior  wall.  In  females,  however,  it  is: 
lateral  wall,  septum,  anterior  wall,  and  inferior  wall. 
This  is  because  of  breast  adipose  tissue  attenuation. 

The  examples  within  are  cases  obtained  with  the 
mobile  G.E.  SPECT  system.  They  represent  a normal 
study  and  some  of  the  most  commonly  encountered 
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abnormalities.  (Figures  1-4,  Case  Study  1,  and  Case 
Study  2)  In  review,  SPECT  Thallium  studies  when 
coupled  with  tread-mill  exercise  testing  have  proven  to 
increase  the  ability  of  physicians  to  find  significant 
coronary  artery  disease  in  their  patients.  The  technol- 
ogy is  now  available  to  small  community  hospitals, 
physicians,  and  their  patients. 

CASE  STUDY  #1: 

Thirty-five  year  old  male  with  a history  of  myocardial 
infarction  was  studied  with  (Thallium)  SPECT  and 
TMET. 


Planar  anterior  chest  image  shows  persistent  pulmonary 
activity  indicating  exercise-induced  ventricular  dysfunc- 
tion which  may  indicate  an  ischemic  equivalent. 
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Short  axis  slices  reveal  a large  "fixed"  anteroseptal  abnor- 
mality suggestive  of  myocardial  infarction. 


Bull’s-eye  images  reveal  a large  "fixed"  anteroseptal  abnor- 
mality suggesting  myocardial  infarction.  Tbe  only  indica- 
tion of  ischemia  is  seen  as  pulmonary  activity  on  the  initial 
planar  images. 


CASE  STUDY  #2 

Fifty-eight  year  old  male  with  a history  of  myocardial 
infarction  along  with  recent  onset  of  chest  pain  was  studied 
with  (Thallium)  SPECT  and  TMET. 


STRESS  sa  STRESS  sa  STRESS  sa  stress  sa 
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Short  axis  slices  of  stress  and  delay  images  show  anterior 
septal  to  inferior  abnormality  on  stress  improving  with 
delay. 


Bull’s-eye  images  reveal  improving  abnormality 
anteroseptally  suggesting  ischemia  and  a "fixed"  abnor- 
mality inferiorly  suggesting  infarction. 
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Strategies  in  Cardiac  Care 
- Update  for  the  90’s 

Third  Annual  Black  Hills  Cardiac 
Symposium 

Rushmore  Plaza  Civic  Center 
Rapid  City,  South  Dakota 

Friday,  May  3, 1991 
CME  Credit  has  been  applied  for 
Fee:  No  Charge 

Contact: 

Lorna  Ogle,  Coordinator 
Networking  Department 
Rapid  City  Regional  Hospital 
PO  Box  6000 
Rapid  City,  SD  57709 
(605)  341-8013 


Fourteenth  Annual  Black  Hills 
Seminar 

Advances  in  Clinical  Pediatrics 

Golden  Hills  Resort 
Lead,  South  Dakota 
June  19-21, 1991 

Sponsored  by  the  University  of  South  Dakota 
School  of  Medicine  and  the  AAP  South 
Dakota  Chapter.  Topic  areas  include: 
Infectious  Disease 
Gastroenterology 
Cardiology 
Ambulatory 
General  Pediatrics 

Contact: 

Debbie  Meyer 
USD  School  of  Medicine 
1100  S Euclid,  PO  Box  5039 
Sioux  Falls,  SD  57117-5039 
Phone:  (605)  333-7178 


South  Dakota  Society  Of 

Pathologists 

Officers  for  1990-91 

Bradley  B.  Randall,  MD,  President 
Karla  K.  Murphy,  MD,  Vice  President 
Donald  N.  Habbe,  MD,  Secretary-Treasurer 
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COMMITTED  TO  EXCELLENCE 


Roche 

Laboratories 
presents  the 
winners  of 
the  1990 


Please  join  us  in  honoring  these  out- 
standing Roche  sales  representatives 
who  have  distinguished  themselves  by 
a truly  exceptional  level  of  professional- 
ism, performance  and  dedication  to 
quality  health  care. 

Throughout  the  year,  each  of 
these  award-winning  individuals  has 
consistently  exemplified  the  Roche 
Commitment  to  Excellence,  and  we're 
proud  to  invite  you  to  share  in  congrat- 
ulating them  on  their  achievement. 


Elizabeth  K.  Braunstein 


Michael  R.  Kujak 


Turn  the  page  to  see  one  of  the  many  ways  your  award-winning  Roche  representative  can  assist  you  and  your  patients. 


COMMITTED  TO  TOTAL  HEALTH  CARE 


Roche 

Laboratories 
presents  the 
resouree  library 
for  patient 
information 


You,  your  medical  problem 
and  your  treatment  with 


EFUDEX 

I flimn  iur««-ty  Rot*  be  t 


ROCHE 


MEDICATION 

EDUCATION 


Your  Roche  representative  offers  you 
access  - without  expense  or  obligation  - 
to  a comprehensive  library  of  patient 
information  booklets  designed  to  sup- 
plement rather  than  supplant  your  rap- 
port with  your  patients. 

Each  booklet  helps  you  provide... 

• Reinforcement  of  your  instructions 

• Enhancement  of  compliance 

• Satisfaction  with  office  visits 

Your  Roche  representative  will  be  hap- 
py to  provide  a complete  catalog  of 
available  booklets  and  complimentary 
supplies  of  those  that  are  applicable  to 
your  practice. 
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You.  your  medical  problem 
and  your  treatment  with 


You,  your  racdical  pnrblem 
and  your  treatc^nt  with 
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The  following  physicians  recently  began  practicing 
medicine  in  South  Dakota. 

Keith  C.  Burnes,  MD,  MS,  joined  the  staff  of  the 
Yorkshire  Eye  Clinic,  Brookings,  and  will  practice 
general  and  surgical  ophthalmology. 

Dr  Burnes  received  his  medical  degree  from  the 
University  of  Minnesota  Medical  School  in  1962  and 
interned  at  National  Naval  Medical  Center,  Bethesda, 
Maryland.  He  completed  his  residency  in  ophthalmol- 
ogy at  the  University  of  Michigan  in  1969.  He  then 
began  his  practice  in  Indiana  where  he  was  also  clinical 
instructor  in  ophthalmology  at  the  University  of  Indiana 
Medical  School,  Indianapolis.  He  returned  to 
Michigan  in  1973  and  received  a Master  of  Science 
degree  in  Ophthalmology  from  the  University  of 
Michigan. 

From  1973  to  1986,  Dr  Burnes  was  in  private  practice 
in  Michigan  and  was  assistant  clinical  professor  in  the 
Department  of  Surgery  at  Michigan  State  University 
Medical  Center,  Ann  Arbor.  Before  moving  to  Brook- 
ings, Dr  Burnes  was  in  a group  practice  as  a surgical 
ophthalmologist  in  LaCrosse,  Wisconsin. 

Dr  Burnes  and  his  wife,  Mary  Ann,  have  three 
daughters  and  two  grandchildren. 

***** 

Phil  Barker,  DO,  family  practice,  is  practicing  at  the 
Parkston  Hospital  and  Clinics  in  Parkston  and  Tripp.  A 
native  of  Oklahoma,  Dr  Barker  received  his  bachelors 
degree  from  the  University  of  Oklahoma  in  Norman  in 
1971,  and  his  masters  degree  in  public  health  from  the 
Oklahoma  City  branch  in  1974.  He  received  his  DO 
degree  from  the  Kansas  City  College  of  Osteopathic 
Medicine  in  1978  and  completed  his  family  practice 
residency  in  1981,  at  David  Grant  USAF  Medical 
Center,  Travis  Air  Force  Base,  California.  From 
1981-1983,  he  practiced  at  the  USAF  Regional 
Hospital,  Offutt  AFB  in  Omaha,  Nebraska,  and  from 
1983-1986,  he  was  a flight  surgeon  at  USAF  Clinic  in 
RAF  Bentwaters,  England. 

Dr  Barker  and  his  family  moved  to  Arizona  in  1986, 
where  he  practiced  at  the  air  force  hospital  at  Luke  AFB 
for  one  year,  and  then  practiced  at  the  Westridge 
HealthccU'e  Center  in  Phoenix  from  1987  until  his  move 
to  South  Dakota. 

He  and  his  wife,  Lindy,  have  two  daughters,  Andi,  13 
and  Elise,  10. 

Hand  County  Clinic  and  Memorial  Hospital,  Miller 
announced  the  addition  of  two  new  physicians  to  their 


staff,  Kathy  Wimmer  Engelmann,  MD  and  her 
husband,  Gary  G.  Engelmann,  MD. 

Dr  Kathy  Wimmer  Engelmann,  born  and  raised  in 
Minnesota,  received  her  bachelor  of  zu'ts  degree  from 
the  University  of  Minnesota,  Morris,  in  1980,  and  her 
medical  degree  from  the  University  of  Minnesota 
School  of  Medicine,  Minneapolis,  in  1985.  She  com- 
pleted her  internship,  in  1986,  and  her  family  practice 
residency,  in  1988,  at  the  North  Memorial  Medical 
Center  in  Robbinsdale,  Minnesota.  She  practiced  for 
two  yecU's  in  Plymouth,  Minnesota,  before  coming  to 
Miller.  Dr  Wimmer  Engelmann,  board  certified  in 
family  practice,  has  had  additional  training  in  sports 
medicine.  She  is  trained  in  Advanced  Trauma  Life 
Support  and  certified  in  Advanced  C2U'diac  Life  Sup- 
port and  Neonatal  Resuscitation. 

Dr  Gary  G.  Engelmann,  born  and  raised  in  the  Miller 
area,  earned  his  bachelor  of  arts  degree  from  South 
Dakota  State  University,  Brookings  in  1983,  and  his 
medical  degree  in  1987,  from  the  University  of  Min- 
nesota. He  completed  his  family  practice  residency  at 
the  Riverside  Medical  Center,  Minneapolis,  in  1990. 
Dr  Engelmann,  board  certified  in  family  practice,  was 
in  private  practice  in  St.  Paul  before  returning  to  Miller. 
He  has  special  training  in  sports  medicine  and  is  cer- 
tified in  Advanced  Trauma  Life  Support,  Advanced 
Cardiac  Life  Support  and  Neonatal  Resuscitation. 

* « * * * 

Cardiologist,  Michael  S.  Chandra,  MD,  has  relocated 
his  practice  from  Sioux  City,  Iowa,  to  the  North  Central 
Heart  Institute  in  Sioux  Falls.  He  was  born  in  the  Fiji 
Islands.  He  received  his  medical  degree  from  the  Fiji 
School  of  Medicine  and  Assam  Medical  College  in 
1968.  He  completed  his  internal  medicine  residency  at 
Creighton  University  School  of  Medicine  in  Omaha  in 
1973,  and  a Cardiovascular  Fellowship  at  University  of 
Iowa  Hospital  and  Clinics,  Iowa  City,  in  1975.  From 
1975  to  1976,  he  served  as  a faculty  staff  member  at  the 
University  of  Iowa  Hospitals. 

Dr  Chandra  joined  a group  practice  in  Sioux  City  in 
1976,  practicing  there  until  coming  to  Sioux  Falls.  He  is 
board  certified  in  internal  medicine  with  a subspecialty 
of  cardiovascular  diseases.  He  is  a fellow  of  the 
American  College  of  Physicians;  American  Heart  As- 
sociation; American  College  of  Cardiology;  American 
College  of  Chest  Physicians;  American  College  of  An- 
giology  and  International  College  of  Angiology.  He  is 
an  assistant  clinical  professor  of  medicine  at  both  the 
University  of  Iowa  College  of  Medicine  and  the 
University  of  South  Dakota  School  of  Medicine.  # 
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Future  Meetings 


May 

Practical  Gastroenterology  for  Primary  Care:  New 
Developments,  Pillsbury  Aud,  Hennepin  County  Med  Ctr, 
Minneapolis,  MN,  May  3.  Fee:  $95.  6 hrs  AMA  Category  I 
credit.  Contact:  Laura  Carroll,  CME  Coord,  Off  of 
Academic  Affairs,  Hennepin  County  Med  Ctr,  701  Park  Ave, 
#4512,  Minneapolis,  MN  55415.  Phone:  (612)  347-2078. 

* * * 

Third  Annual  Black  Hills  Cardiac  Symposium,  "Strategies  in 
Cardiac  Care  - Update  for  the  90’ s",  Rushmore  Plaza  Civic 
Ctr,  Rapid  City,  SD,  May  3.  Fee:  no  charge.  CME  credit 
avail.  Contact:  Lorna  Ogle,  Coord,  Networking  Dept,  Rapid 
City  Regional  Hosp,  PO  Box  6000,  Rapid  City,  SD  57709. 
Phone:  (605)  341-8013. 

* * 4i 

Low  Back  and  Sciatic  Pain,  Washington  USM,  St  Louis,  MO, 
May  17-18.  Fee:  $250.  14.75  hrs  AMA  Category  I credit. 
Contact:  CME,  Washington  Univ  School  of  Med,  660  S 
Euclid,  Box  8063,  St.  Louis,  MO  63110.  Phone:  (800) 
325-9862. 

4>  4>  « 

Distinguished  Guest  Lecture  Series,  Boys  Town  Nat’l  Research 
Hosp  Aud,  Omaha,  NE,  May  6. 1 hr  AMA  Category  I credit. 
Contact:  Sally  O’Neill,  Ph.D,  Assoc  Dean,  Creighton  Univ 
CME  Div,  2500  California  St,  Omaha,  NE  68178.  Phone: 
(800)  548-2633. 

« * * 

Acupuncture  for  Pain  Control:  A Practical  Course  for 
Physicians,  Hennepin  County  Med  Ctr,  Minneapolis,  MN, 
May  16-18.  Fee:  $400.  17  hrs  AMA  Category  I credit. 
Contact:  Off  of  Academic  Affairs,  Hennepin  County  Med 
Ctr,  701  Park  Ave,  #4512,  Minneapolis,  MN  55415.  Phone: 
(612)  347-2078. 

>»>  * * 

Ambulatory  Surgery  '91:  Today  and  Beyond,  Riviera  Hotel, 
Las  Vegas,  NV,  May  16-19.  Fee:  $495.  AMA  Category  I 
credit  avail.  Contact:  FASA,  700  N Fairfax  St,  #520, 
Alexandria,  VA  22314.  Phone:  (703)  836-8808. 

* * * 

Achieving  a Successful  Medical  Retirement,  Plaza  San 
Antonio,  San  Antonio,  TX,  May  17-19.  Fee;  $350.  Contact: 
Jill  Ruhiner,  AASP,  515  N State  St,  Chicago,  IL  60610. 
Phone:  (312)  464-2461. 

» « * 

Neonatal  Advanced  Life  Support,  Sioux  Valley  Hospital, 
Sioux  Falls,  SD,  May  29.  Fee:  $50.  9 hrs  AMA  Category  I 
credit.  Contact:  Beth  Hindhjorgen,  RN,  Maternal  Child 
Health  Outreach,  Sioux  Valley  Hosp,  PO  Box  5039,  Sioux 
Falls,  SD  57117-5039.  Phone:  (605)  333-7365. 

June 

Immunologic  Aspects  of  Liver  Transplantation,  Rush 
Preshyterian-St.  Luke’s  Med  Ctr  Inn,  Chicago,  IL,  June  1. 
AMA  Category  I credit  avail.  Contact:  Suzanne  Buss, 


Marketing  Coord,  Rush-Preshyterian-St.  Luke’s  Med  Ctr, 
1653  W Congress  Parkway,  Chicago,  IL  60612.  Phone:  (800) 
942-6242. 

* * * 

International  Conference  on  Physician  Health,  Inn  on  the 
Park,  Toronto,  Ontario,  Canada,  June  6-8.  Fee:  $225.  AMA 
Category  I credit  avail.  Contact:  International  Conf  on 
Physician  Health,  AMA,  515  N State  St,  Chicago,  IL  60610. 
Phone:  (800)  621-8335. 

* * * 

Rhinoplasty  Science  & Finesse,  Ritz-Carlton  Hotel,  St  Louis 
MO,  June  6-9.  Fee:  $730.  17  hrs  AMA  Category  I credit. 
Contact:  CME,  Washington  Univ  School  of  Med,  660  S 
Euclid,  Box  8063,  St.  Louis,  MO  63110.  Phone:  (800) 
325-9862. 

* * ^ 

Therapeutic  Laparoscopy  for  General  Surgeons,  Creighton  : 
Univ,  Omaha,  NE,  June  7-8.  Contact:  Sally  O’Neill,  Ph.D, 
Assoc  Dean,  Creighton  Univ  School  of  Med,  CME  Div,  2500 
California  St,  Omaha,  NE  68178.  Phone:  (800)  548-2633. 

* * * 

Treatment  of  the  Allergic  Patient,  Madden’s  Resort,  Brainerd, 
MN,  June  21-23.  AMA  Category  I credit  avail.  Contact:  Ctr 
for  Cont  Educ,  U of  Neh  Med  Ctr,  600  S 42nd  St,  Omaha,  NE 
68198-5651.  Phone:  (800)  228-9630. 

4>  * 4> 

Lipids/CV Disease  Program,  Mahoney  State  Park,  NE,  June  ■ 
22-23.  AMA  Category  I credit  avail.  Contact:  Ctr  for  Cont 
Educ,  U of  Neh  Med  Ctr,  600  S 42nd  St,  Omaha,  NE 
68198-5651.  Phone:  (800)  228-9630. 

July 

Present  and  Future  Clinical  Applications  of  Tumor  Markers, 
Ritz  Carlton  Hotel,  Kona,  Hawaii,  July  9-13.  1 hr  AMA  i 
Category  I credit.  Contact;  Sally  O’Neill,  Ph.D,  Assoc  Dean,  i 
Creighton  Univ  School  of  Med,  CME  Div,  2500  California  St, ; 
Omaha,  NE  68178.  Phone:  (800)  548-2633. 

« * 4i 

Ninth  Annual  Medical  Seminar,  Plummer’s  Great  Slave  Lake  i 
Lodge,  Northwest  Territories,  Canada,  July  20-27.  23  hrs ; 
AMA  Category  I credit.  Contact:  Joseph  Bocklage,  MD,  103 
Oakdale  Med  Ctr,  3366  Oakdale  Ave,  N,  Minneapolis,  MN 
55422.  Phone: (612)  588-9478.  # 


AMERICAN  MEDICAL  TELEVISION  on  the  Discovery 
Channel  every  Sunday  from  9 am  to  11  am.  Central  Stan- 
dard Time.  This  program  shows  the  latest  clinical 
advances,  legislative  and  socioeconomic  news  and  offers 
CME  credit.  For  more  information  call  1-800-6000. 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^9^0 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


■.  MKOOOZ  8715-01  ' 

10  ml  HI-710 
“■Ws  per  mL  1 

insulin 

suspension 

insulin 

'x-y.T'f  aigin) 


Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage 

Leadership  In  Diabetes  Care 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


€-1991.  ELI  LILLY  AND  COMPANY  HI  2921-B-149322 


Did  you  know  that  wild  geese  have  an  instinctive  spirit  of 
cooperation  and  support  for  the  flock?  For  example,  by 
taking  off  together  it  creates  an  updraft  that  lifts  the  flock  up. 
By  flying  in  a “V”  formation  it  breaks  up  the  wind  resistance 
enabhng  the  flock  to  make  50%  more  progress.  And  if  one 
bird  falls  due  to  injury  or  exhaustion,  two  others  will  follow  it 
to  the  ground  and  stay  with  it  until  it  is  able  to  move  on. 
Cooperation  and  support  for  the  group. 

The  same  is  true  of  The  Doctors’  Company.  We  work  with 
our  doctors,  not  against  them,  by  providing  the  finest  in 
professional  hability  insurance.  Our  competitive  rates, 
responsive  service,  interest-free  quarterly  payments,  and 
outstanding  risk  management  program  are  just  some  of  the 
reasons  why  more  and  more  South  Dakota  physicians  are 
joining  our  flock.  The  Doctors’  Company  has  the  financial 
strength  and  support  of  more  than  15,500  members 
nationwide.  But  unhke  the  migrating  geese,  we’re  in  South 
Dakota  to  stay.  We’ve  never  left  a state  to  which  we’ve 
committed  service. 

The  Doctors’  Company.  Call  us  today. 


The  Doctors'  Company 


The  Largest  Doctiir-Owned,  Doctor-Managed  Insurer  in  the  USA. 

Represented  in  South  Dakota  by: 

The  Doctors’  Agency  of  South  Dakota 
(800)252-0512 


More  than  15,500  doctors  nationwide  call  us  their  company. 


Get 
all  the 
Facts. 


Sort  through  the  complexities 
of  upper-intestinal  diagnosis 
at  Saint  Joseph  HospM's 
Esophageal  and  Gastric  Laboratory. 

Before  prescribing  long-term  medical  therapy 
or  surgery,  you'll  want  to  get  all  the  facts  you  can 
about  your  patient's  upper-intestinal  problems. 
Work  with  the  professionals  at  Omaha's  most 
comprehensive  esophageal  and  gastric  lab. 

At  Saint  Joseph  Hospital,  we  have  the  testing 
facilities  you  need  to  accurately  diagnose  your 
patients  with  advanced  upper-intestinal 
problems.  And  the  results  will  be  sent  quickly 
and  directly  to  you.  So  you'll  be  able  to  make 
the  best  diagnosis  possible  using  the  history  of 
your  patient  and  the  results  of  our  tests. 

Our  lab  has  the  specialized  equipment  to 
perform  these  tests: 

* Esophageal  Manometry 

* 24-Hour  Ambulatory  Esophageal/Gastric 
pH  Monitoring 

* 24-hour  Ambulatory  Esophageal  Manometry 

* Upper  Intestinal  Endoscopy 

* Gastric  Acid  Secretion  Tests 

With  this  type  of  capability  and  commitment. 
Saint  Joseph  Hospital  continues  to  be  a pioneer 
in  esophageal  and  gastric  testing. 


Esophageal  and  Gastric  Laboratory 
601  North  30th  Street  • Omaha,  NE  68131 
(402)  449-4259 


Saint  Joseph  Hospital 


_ Crei^on  University  Medical  Center  _ 

Teaching,  healing,  leading. 

For  more  information  or  assistance  call: 
R.S.V.P.  Physician  Consultation  Service 
1-800-642-RSVP  in  Nebraska 
1 -800-228- RSVP  Adjacent  States 
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Hyperlipoproteinemias:  Part  FV^ 
Drug  Regimens 

H.  Bruce  Vogt,  MD^ 


ABSTRACT 

The  bile  acid  sequestrants  and  nicotinic  acid  are  the  agents  of  first  choice  for  the  treatment  of  hyper- 
cholesterolemia. Experts  disagree  as  to  the  drug  of  choice  for  hypertriglyceridemia,  although  both  nicotinic  acid 
and  gemfibrozil  are  effective.  For  combined  hyperlipoproteinemia,  single  drug  choices  include  nicotinic  acid, 
lovastatin,  and  gemifibrozil.  Patients  with  hypercholesterolemia  not  responding  to  single  drug  therapy  in  conjunc- 
tion with  diet  can  be  treated  with  a number  of  drug  combinations. 


INTRODUCTION 

The  available  drugs  for  the  management  of  the 
hyperlipoproteinemias  include:  the  bile  acid  se- 
questrants or  resins  (cholestyramine,  colestipol), 
nicotinic  acid,  also  called  niacin,  probucol,  the  fibric 
acid  derivatives  (gemfibrozil,  clofibrate),  and  lovas- 
tatin. In  addition,  psyllium  and  fish  oil  are  discussed. 

DRUGS 

Resins 

Cholestyramine  and  colestipol  are  anion  exchange 
resins  and  bind  bile  acids  in  the  intestinal  lumen.  Al- 
though individual  response  varies,  at  maximum  doses 
reductions  of  15  to  30%  of  LDL-cholesterol  may  be 
achieved  with  either  agent. ^ In  addition,  there  may  be 
a modest  increase  in  the  HDL-cholesterol  of  ap- 
proximately 3%.^  Side  effects  of  these  agents  are 
predominantly  gastrointestinal,  and  include  nausea, 
constipation,  abdominal  cramps,  bloating,  and 
flatulence.  The  somewhat  unpleasant  gritty  consistency 
also  may  lead  to  poor  adherence.  A modest  elevation 
in  triglycerides  may  accompany  their  use.  As  these 
drugs  are  not  absorbed,  they  may  interfere  with  the 
absorption  of  other  agents.  Other  medications  are  best 


1.  Tlie  fourth  and  last  part  of  this  4 part  article. 

2.  Professor,  Department  of  Family  Medicine;  Dean,  Graduate  Medi- 
cal Education,  USD  School  of  Medicine.  Director  of  Medical  Educa- 
tion, McKennan  Hospital,  Sioux  Falls,  SD. 


taken  one  hour  before  or  at  least  four  hours  after  the 
resins.^’^’^  The  faulty  absorption  of  fat  soluble  vitamins 
and  folic  acid  have  also  been  reported. 

Nicotinic  Acid  (Niacin) 

Nicotinic  acid,  or  niacin,  is  a water  soluble  B vitamin. 
The  agent  decreases  the  hepatic  production  of  VLDL 
(an  LDL  precursor)  and  therefore  the  production  of 
LDL-cholesterol.  It  has  been  shown  to  decrease  total 
serum  cholesterol  levels  by  25%  and  LDL-cholesterol 
levels  by  10  - 30%.^’^  HDL-cholesterol  may  be  in- 
creased by  10  - 50%.^’^’^’^  It  is  also  effective  in 
decreasing  serum  triglycerides.  Nicotinamide  should 
not  be  confused  with  nicotinic  acid.  It  is  not  a 
hypocholesterolemic  drug  and  can  therefore  not  be 
substituted. 

Side  effects  of  nicotinic  acid  include  flushing, 
pruritus,  hyperuricemia,  hyperglycemia,  elevated  liver 
function  tests,  and  rarely  dysrhythmias.  Periodic 
evaluation  of  blood  uric  acid,  glucose  and  liver  function 
tests  are  indicated. Tolerance  to  the  flushing  occurs 
fairly  rapidly  and  can  be  reduced  or  avoided  by  begin- 
ning with  a low  dose  and  gradually  increasing  to  full 
dose,  taking  it  with  food,  pretreatment  with  aspirin  or  a 
nonsteroidal  anti-inflammatory  agent,  and  by  using  sus- 
tained  release  preparations.  ’ ’ 

Probucol 

The  mechanism  of  action  for  the  agent  probucol  is  not 
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entirely  known.  It  may  inhibit  the  oxidation  and  tissue 
deposition  of  LDL.  It  inereases  the  metabolism  and 
therefore  clearance  of  LDL  in  part  through  the 
scavenger  pathway.  At  maximum  doses,  it  will  reduce 
LDL-cholesterol  by  about  8-25%.  Unfortunately, 
there  is  an  associated  reduction  of  HDL-cholesterol  of 
10-25%.  Side  effects  are  infrequent  and  consist  of  diar- 
rhea, flatulence,  nausea,  and  abdominal  discomfort. 
Prolongation  of  the  QT  interval  has  been  noted  making 
the  drug  contraindicated  in  patients  already  exhibiting 
this  EKG  finding,  or  who  are  on  other  drugs  which 
prolong  the  QT  interval,  or  who  have  a history  of 
ventricular  irritability.^’^’^ 

Fibric  Acid  Derivatives 
Clofibrate  and  gem- 
fibrozil are  fibric  acid 
derivatives.  They  are 
primarily  triglyceride 
lowering  agents.  Both 
drugs  lower  VLDL  levels 
by  promoting  the  lipolysis 
of  VLDL-triglycerides 
through  activation  of 
lipoprotein  lipase.  Gem- 
fibrozil also  inhibits 

o 

VLDL  secretion.  In  the 
10 


ment  of  patients  with  hypercholesterolemia.  The  drug 
is  an  inhibitor  of  the  enzyme  beta-hydroxy-beta- 
mcthylglutaryl  CoA  reductase  (HMGCoA  reductase). 
This  enzyme  acts  at  the  rate  limiting  step  in  the  en- 
dogenous synthesis  of  cholesterol.  (Figure  I)  This 
stimulates  an  increase  in  the  number  of  hepatic  low 
density  lipoprotein  receptors  and  therefore  receptor 
activity  with  a resultant  increased  removal  of  circulating 
LDL.  The  production  of  LDL-cholesterol  also  may  be 
reduced.  These  actions  result  in  the  reduction  of  total 
cholesterol  by  32-34%  and  a decrease  in  LDL- 
cholesterol  of  25-45%. HDL-cholesterol 
increases  by  up  to  12%.  Lovastatin  has  also  been 
found  to  decrease  serum  triglycerides.^”’*^ 

Side  effects  in- 


ENDQGENOUS  SYNTHESIS  OF  CHOLESTEROL 


Acetyl  CoA  3 iiKilecules  y * HMGCoA  **HMGC|)A^ 

Condense  Reducl.nse 

Mevalonic  Acid->  ->  ->  Cholesterol 


n 


* B-liyclroxy  - B - Metliylglutaryl  CoA 


**  Rate  liiiiitiiig  step. 


Helsinki  Study, 
which  investigators  used 
gemfibrozil,  total  and 
LDL-cholesterol  levels 
were  reduced  by  8%. 

HDL-cholesterol  was  in- 
creased by  more  than 
10%.  Some  have  re- 

ported  increases  in  HDL  of  up  to  25%.  Serum 
triglyceride  levels  were  reduced  over  the  course  of  the 
Helsinki  Study***  by  an  average  of  approximately  35%. 
Gemfibrozil  is  quite  well  tolerated  with  the  most  com- 
mon side  effects  being  a variety  of  gastrointestinal 
symptoms  and  myalgia.*’^’***  Gemfibrozil  can  have  a 
variable  affect  on  LDL-cholesterol,  with  an  increase 
possible  in  patients  with  primary  hraertriglyceridemia 
or  mbced  hyperlipoproteinemias.*’^’^’^ 

Occasional  hematological  and  hepatic  function  ab- 
normalities have  been  described.  Gemfibrozil  does 
potentiate  the  affects  of  oral  anticoagulants,*  and  an 
increased  incidence  of  cholesterol  gall  stones  is 
reported.  ’ The  older  agent  clofibrate,  was  associated 
with  serious  side  effects  in  the  WHO  trial  including  an 
overall  increase  in  mortality.*’**  For  these  reasons,  its 
use  has  fallen  out  of  favor. 

Lovastatin 

Lovastatin  is  the  newest  marketed  agent  for  the  treat- 


Figure  1 

Endogenous  synthesis  of  cholesterol 


elude  gastrointes- 
tinal distress, 
mild,  transient 
elevation  in  liver 
function  tests, 
myalgia,  mild  and 
transient  in- 
creases in  CPK, 
myositis,  and 
rarely  rhab- 
domyolysis.  The 
myositis  andrhab- 
domyolysis 
precipitating 
renal  failure  have 
generally  been 
reported  in 
patients  taking 
either  immune 

suppressant  drugs,  such  as  cyclosporine,  or  taking  gem- 
fibrozil in  conjunction  with  lovastatin,  and  in  patients 
with  hepatic  dysfunction.*”  Although  there  has  been 
concern  about  the  possibility  of  cataract  formation  in 
patients  on  lovastatin,  a definite  cause  has  not  been 
established.  Since  lovastatin  is  a relatively  new  drug  and 
the  long  term  safety  has  not  been  fully  established,  it  is 
recommended  that  patients  have  a base  line  and  yearly 
slit  lamp  examination.  In  addition,  liver  function  tests 
must  be  monitored.* 

Other  HMG-CoA  reductase  inhibitors,  such  as 
pravastatin  and  simvastatin  are  undergoing  study.*^ 

Other  Agents 

In  a small  study,  Anderson  et  al*^  showed  a reduction 
of  20.2%  in  LDL-cholesterol  in  men  treated  for  eight 
weeks  with  3.4  grams  of  psyllium  three  times  a day  with 
meals.  The  mechanism  by  which  psyllium  works  is  un- 
known,  however,  two  mechanisms  have  been 
postulated.  Psyllium  is  a soluble  fiber,  and  one 
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hypothesis  suggests  that  soluble  fibers  appear  to  bind 
and  absorb  bile  aeids  during  the  passage  through  the 
intestine.  A seeond  hypothesis  suggests  the  soluble 
fiber  disrupts  the  intraluminal  formation  of  mieelles 
thereby  interfering  with  cholesterol  absorption  and  bile 
acid  rcabsorption.  As  with  other  soluble  fibers,  the  long 
term  effect  of  psyllium  on  cholesterol  levels  needs  to  be 
studied.  It  certainly,  however,  is  a benign  treatment 
modality  free  of  serious  side  effects  and  with  other 
potential  health  benefits. 

Fish  oils  are  omega-three  polyunsaturated  fatty  acids. 
These  are  eicosapentaenoic  acid  (EPA)  and 
docosahexaenoic  acid  (DHA).  They  are  known  to  in- 
hibit  the  synthesis  of  VLDL-triglycerides.  ’ In 
addition,  they  have  a beneficial  effect  on  coagulability 
and  platelet  aggregation.  There  is  minimal  effect  on 
cholesterol  at  low  doses.  Concern  as  to  the  safety  of 
high  doses  required  to  decrease  cholesterol  precludes 
the  advisability  of  prescribing  these  agents.^ 

DRUGS  OF  CHOICE  - HYPERCHOLES- 
TEROLEMIA 

The  bile  acid  sequestrants  (cholestyramine  and  coles- 
tipol) and  nicotinic  acid  (niacin)  are  the  agents  of  first 
choice  for  the  treatment  of  hypercholesterolemia. 
Their  use  has  been  shown  to  reduce  the  risk  of  coronary 
heart  disease  and  long-term  safety  has  been  established. 
The  recommended  starting  dose  for  cholestyramine  is 
4 grams  of  the  resin  twice  daily  to  a maximum  of  24 
grams  per  day  in  divided  doses.  For  colestipol,  the 
initial  dose  is  5 grams  twice  daily  to  a maximum  of  30 
grams  daily  in  divided  doses. 

Nicotinic  acid  must  be  given  in  low  doses  initially 
beginning  with  100-250  milligrams  as  a single  dose.  The 
frequency  and  total  daily  dosage  is  gradually  increased 
every  four  to  seven  days  to  the  first  therapeutic  dosage 
of  1.5  to  2 grams  daily.  It  may  be  increased  to  3 grams 
daily  given  in  divided  doses.  Recommendations  to 
prevent  the  side  effect  of  flushing  have  been  noted 
above,  as  well  as  the  need  to  monitor  certain  laboratory 
studies.^  Recently  Garg  and  Grundy^  have  recom- 
mended that  it  not  be  used  as  first  line  treatment  for  the 
patient  with  diabetic  dyslipidemia  due  to  its  adverse 
affect  on  glucose  control  and  elevation  of  uric  acid 
levels. 

Lovastatin  is  a second  line  drug  but  is  gaining 
popularity  due  to  its  effectiveness  and  patient  com- 
pliance. Although  it  has  been  well  tolerated,  long  term 
safety  is  unknown.  It  is  also  considerably  more  expen- 
sive than  generic  nicotinic  acid.  The  initial  starting  dose 
is  20  milligrams  daily  given  with  the  evening  meal,  up  to 
a maximum  dose  of  80  milligrams  per  day  in  single  or 
divided  doses.  It  should  be  given  with  meals  and  dose 
adjustments  can  be  made  at  four  week  intervals. 


Recommended  periodic  tests  for  patients  on  the  drug 
have  been  previously  noted. 

Probucol  may  be  used  in  patients  who  do  not  tolerate 
other  drugs.  Its  adverse  effect  on  HDL-cholcsterol, 
however,  along  with  the  absence  of  long  term  studies 
assessing  its  safety,  and  its  significant  expense  make  it  a 
less  favorable  agent  for  most  patients.^  It  is  available  in 
250  milligram  and  500  milligram  tablets  and  the  usual 
dose  is  500  milligrams  BID.^ 

DRUGS  OF  CHOICE  - HYPERTRIGLYCERIDEMIA 

The  first  line  agents  for  the  treatment  of  hyper- 
triglyceridemia are  either  gemfibrozil  or  nicotinic  acid. 
Experts  disagree  as  to  the  drug  of  choice.  As  noted 
above,  gemfibrozil  is  primarily  effective  in  lowering 
triglycerides.  It  has  a variable  effect  on  LDL- 
cholesterol  but  a salutary  effect  of  increasing 
HDL-cholesterol.  It  is  particularly  valuable  in  patients 
with  severe  hypertriglyceridemia  and 

9 18**  ^ 

chylomicronemia.  ’ It  is  available  in  300  milligram 
and  600  milligram  preparations  and  the  usual  dose  is 
600  milligrams  twice  a day. 

The  expert  panel^  regards  nicotinic  acid  as  the  drug 
of  choice  for  hypertriglyceridemia  with  gemfibrozil 
used  when  the  former  is  not  tolerated.  The  dosage 
range  for  nicotinic  acid  has  been  noted  above. 

Fish  oil  supplements  may  be  considered  as  a second 

* *3  • 

line  treatment  modality.  For  effective  therapy  of 

secondary  causes  of  hypertriglyceridemia,  the  underly- 
ing disorder  must  be  controlled. 

DRUGS  FOR  COMBINED  HYPERLIPO- 
PROTEINEMIA AND  DRUG  COMBINATIONS 

For  patients  with  elevated  levels  of  both  LDL- 
cholesterol  and  triglycerides,  single  drug  choices 
include  nicotinic  acid,  lovastatin,  and  gemfibrozil. 

For  patients  with  hypercholesterolemia  not  respond- 
ing to  single  drug  therapy  in  conjunction  with  diet,  a 
number  of  drug  combinations  have  been  studied.  The 
combination  of  the  resin  colestipol  with  nicotinic  acid 
in  the  Cholesterol-Lowering  Atherosclerosis  Study 
(CLAS)^^  resulted  in  a reduction  in  total  cholesterol  of 
26%,  LDL-cholesterol  of  43%,  and  an  associated  in- 
crease in  HDL-cholesterol  of  37%.  Another  preferred 
combination  is  a resin  with  gemfibrozil.^  The  combina- 
tion of  a resin  with  lovastatin  has  the  potential  of 
lowering  the  LDL-cholesterol  by  45-60%.^’^’^’^“’^^"^“ 
With  the  latter  combination,  HDL-cholesterol  either 
remains  unchanged  or  increases.  ’ ' Probucol  and 
resins  may  also  be  used  in  combination  though  their 
efficacy  is  considerably  less  than  the  previously  men- 
tioned combinations. 

Intensive  lipid-lowering  therapy  with  combined  drug 
regimens  is  increasingly  being  studied.  A recently 
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reported  quantitative  arteriographic  study"  in  men  less 
than  63  years  of  age  with  coronary  atherosclerosis, 
demonstrated  a decreased  frequency  of  progression,  an 
increased  frequency  of  regression,  and  a reduced  in- 
cidence of  cardiovascular  events  with  intensive 
hpid-lowenng  regimens.  Another  trial"  studied  men 
and  women  with  familial  hypercholesterolemia. 
Ninety-two  percent  of  these  patients  were 
asymptomatic  for  coronary  artery  disease  and  there 
were  few  other  risk  factors  unlike  Brown’s"  study 
group.  Regression  of  atherosclerotic  lesions  was 
demonstrated  by  computer-based  quantitative 
arteriography  in  patients  treated  aggressively  with  diet 
and  combined  drug  regimens. 

In  Part  III  of  this  series,  it  was  noted  that  the  Na- 
tional Cholesterol  Education  Program^  recommends 
treatment  goals  of  less  than  200  mg/dL  and  lc.ss  than  130 
mg/dL  for  total  cholesterol  and  LDL-cholestcrol 
respectively  for  patients  with  coronary  heart  di.sease  or 
two  other  risk  factors  and  less  than  240  mg/dL  and  less 
than  160  mg/dL  for  patients  without  coronary  heart 
disease  or  two  other  risk  factors.  The  new  data  indi- 
cates a need  for  further  investigation  to  determine  how 
aggressively  patients  with  hyperlipoproteinemia  should 
be  managed. 
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Jerome  A.  Eckrich,  Jr,  MD,  President,  South  Dakota  State 
Medical  Association 


Many  Thanks  for  a Rewarding  and 
Enjoyable  Year 

In  this,  my  twelfth  and  last  president’s  page,  I will 
attempt  to  present  an  overview  of  the  past  year’s 
activities  within  our  Medical  Association.  I began  my 
presidential  visits  to  the  districts  last  August  with  a 
District  Twelve  meeting  at  the  home  of  Joe  Kass  in 
Rosholt  and  made  my  last  visit  to  District  Eight  in 
Yankton  on  the  9th  of  April.  These  visits  provided  me 
with  some  of  the  highlights  of  the  year  as  president  of 
your  Association  and  afforded  me  the  opportunity  to 
meet  many  of  you  on  a much  more  personal  level  than 
could  have  otherwise  been  possible.  I have  presented 
over  the  course  of  the  past  year  editorials  on  various 
subjects  which  I felt  would  be  of  interest  to  our  mem- 
bership and  which  covered  not  only  the  political 
activities  of  the  AMA  and  of  our  organization  in  par- 
ticular, but  which  also  touched  on  other  subjects  of  a 
more  philosophical  nature. 

I attended  both  of  the  past  national  interim  AMA 
meetings  in  December  of  1989  and  in  1990  as  well  as  the 
annual  AMA  national  meeting  in  Chicago  in  June  of 
1990.  I have  previously  reported  in  detail  on  these 
meetings.  As  important  as  the  substance  of  the 
deliberations  at  the  AMA  conventions  is  the  insight  into 
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the  workings  and  politics  of  the  AMA  on  a national 
level,  which  can  only  be  appreciated  after  having  at- 
tended these  conferences.  Although  it  is  difficult  for 
the  AMA  to  be  all  things  to  all  physicians,  it  is  apparent 
that  the  national  organization  and  its  state  affiliates 
provide  the  best  forum  and  mechanism  through  which 
the  nation’s  physicians  can  provide  leadership  and  input 
into  our  political  system.  One  of  the  major  goals  during 
my  presidency  was  to  make  the  State  Association  more 
sensitive  and  more  responsive  to  the  needs  and  con- 
cerns of  our  membership.  I was  frequently  delighted 
and  sometimes  amazed  during  my  presidential  visits 
and  in  numerous  contacts  with  the  physicians 
throughout  the  state  by  their  insight,  perspicacity,  im- 
agination, and  creativity  in  dealing  with  the  myriad  of 
problems  which  beset  all  of  us  in  the  practice  of  our 
profession. 

I believe  our  Association  has  done  an  outstanding  job 
in  addressing  the  concerns  of  our  physician  members 
and  has  provided  an  effective  voice  through  which  im- 
provements benefiting  both  the  physician  and  his/her 
patients  have  been  secured.  Though  not  all  of  the  ac- 
tivities of  organized  medicine  result  in  success,  it  has 
become  increasingly  more  apparent  our  continued  par- 
ticipation and  input  through  our  state  and  national 
organizations  is  absolutely  essential  in  helping  to  shape 
the  structure  of  our  constantly  evolving  health  delivery 
system.  Although  we  have  at  our  fingertips  an  unprece- 
dented array  of  technologies,  the  future  offers  very  little 
hope  for  those  who  expect  that  our  new  mechanical 
slaves  will  offer  us  a world  in  which  we  may  rest  from 
thinking.  Help  us  they  may  but  at  the  cost  of  supreme 
demands  upon  our  honesty  and  our  intelligence.  The 
world  of  the  future  will  be  an  ever  more  demanding 
struggle  against  elimination  of  our  intelligence  not  a 
comfortable  hammock  in  which  we  can  lie  down  to  be 
waited  upon  by  our  robot  slaves. 

Finally,  I must  express  my  heartfelt  gratitude  and 
appreciation  to  Mr  Bob  Johnson,  our  Chief  Executive 
Officer,  and  Jan  Anderson  for  their  tremendous  help, 
advice,  counsel,  and  organizational  genius  which  has 
enabled  our  organization  to  run  with  such  efficiency  and 
precision.  I would  also  like  to  thank  Pam  Kampa  who 
was  assigned  the  task  of  typing  these  screeds.  Without 
the  expertise  and  dedication  of  the  entire  staff  of  the 
State  Medical  Association,  my  job  as  president  would 
have  been  impossible. 

Though  my  tenure  as  your  president  will  soon  be 
completed,  I hope  to  be  able  to  still  serve  our  organiza- 
tion in  other  capacities  as  I will  still  have  the  opportunity 
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to  remain  on  the  Council  as  a Councilor-at-Large  for 
another  year  and  become  a member  of  the  Grievance 
Commission  as  my  predecessors  have  done  in  the  past. 
I hope  for  the  privilege  to  still  make  contributions  on 
behalf  of  our  organization  and  our  profession.  The  end 
of  the  journey  is  reached  by  moving  ahead.  I thank  you 
for  the  honor  and  the  privilege  of  serving  this  past  year 
as  your  president.  # 
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Jerome  VV.  Freeman,  MD,  Editor 

My  high  school  aged  son  recently  indicated  his 
surprise  to  learn  from  one  of  his  teachers  that 
"euthanasia"  was  permitted  in  this  eountry.  Apparently 
this  teacher  had  been  using  the  term  euthanasia  to 
deseribe  instances  of  opting  to  stop  treatment  in  certain 
patients  (sueh  as  stopping  the  ventilator  in  the  case  of 
Karen  Ann  Quinlan  or  the  feeding  tube  of  Nancy 
Cruzan). 

This  remark  served  to  remind  me  that  there  does  exist 
in  our  society  considerable  confusion  and 
misunderstanding  of  some  of  the  terms  and  practices  we 
readily  employ  in  medicine.  For  instance,  lay  people 
frequently  seem  to  have  a rather  foggy  notion  as  to  the 
distinction  between  brain  death  and  permanent  coma 
(or  vegetative  state).  While  brain  death,  of  course,  is 
medically  accepted  as  legal  death  (making  that  patient 
a candidate  for  stopping  all  treatment  and  being  a 
possible  source  of  organ  donation),  permanent  coma 
represents  a significantly  different  legal  and  ethical 
state. 

In  my  experience,  even  individuals  working  in  health 
care  sometimes  have  difficulty  with  such  terminology. 
More  than  once,  I have  been  asked  by  members  of  a 
hospital  nursing  staff  what  "time  of  death"  to  list  for  an 
organ  donor.  In  other  words,  these  staff  were  confused 
as  to  whether  the  true  time  of  death  was  when  brain 


death  was  declared  and  documented  in  the  chart,  or 
whether  it  was  at  the  time  that  the  donor  organs  were 
actually  taken  and  artificial  respiration  was  stopped. 
Such  queries  reflect  how  difficult  it  is  emotionally,  as 
well  as  intellectually,  to  understand  what  brain  death 
represents. 

My  son’s  teacher  was  laboring  under  a comparable 
misunderstanding  when  he  confused  the  active  taking 
of  life  (the  understanding  most  physicians  would  have 
for  the  term  euthanasia)  with  the  concept  of  stopping 
life-sustaining  treatment.  Certainly  there  are  many  in- 
stances in  medicine  when  aggressive  and  heroic 
treatment  seems  excessively  burdensome  or  futile,  and 
is  discontinued.  Such  stopping  of  treatment  is  certainly 
not  comparable  to  active  euthanasia  and  needs  to  be 
clearly  distinguished  from  it. 

It  is  important  for  physicians  to  be  aware  of  the  fact 
that  lay  persons,  as  well  as  many  health  care  personnel, 
frequently  may  not  understand  terms  and  concepts 
which  seem  fundamental  and  self  evident  to  us.  The 
brain  death  vs.  vegetative  state  issue  and  the  distinction 
between  active  euthanasia  vs  the  stopping  of  burden- 
some/futile treatment  are  good  examples  in  this  regard. 
Clarifying  difficult  concepts  like  these  for  patients,  their 
families,  and  for  other  members  of  the  health  care  team, 
can  prove  very  helpful  in  the  effort  to  facilitate  good 
ethical  decision  making  in  medicine.  # 


DON’T  MISS 

THE  1991  ANNUAL  MEETING  OF 

THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
Thursday,  June  6 - Saturday,  June  8 
Ramkota  Inn 
Sioux  Falls,  SD 

Become  involved  in  the  business  of  your  local  Medical  Association  — 
it  can  be  fun  as  well  as  work!! 

Business  Meetings 

Scientific  Programs  - National  Trends  in  Medicine 
SKRun 

Golf  Tournament  at  Elmwood  Golf  Course 
Sporting  Clays  at  Valley  West  Trap  & Sporting  Clays  Range 
Doctors ! Sponsors  Fun  Time,  win  cash  and  other  prizes 
AMA-ERF  Event  - "Just  Desserts"  in  honor  of  Dr  Robert  Van  Demark  Sr  and  Bertie  Van  Demark. 
Luncheon  - Current  Trends  in  Medicine,  William  E.  Jacott,  MD,  Member,  AMA  Board  of  Trustees 
Annual  Banquet  - Social  Hour,  Dinner,  Entertainment  and  Dance 


MAY  1991 


123 


P'ovided 


["■'•SS'S' 


Buying  Price  Aione  May  Leave 
You  With  A Few  Hoies 


The  purchasing  decision  for  your  professional  liability 
insurance  can  be  crucial.  You  need  to  be  wholly  covered, 
but  you  could  find  yourself  covered  with  holes.  A 
selection  based  on  price  could  produce  short-term 
savings,  but  hurt  you  in  the  long  run. 

With  ICA,  you’ll  get  what  you  pay  for... the  strongest 
consent-to-settle  clause  in  the  industry,  in-house  claims 
attorneys  to  answer  your  questions,  and  superior,  tough 


counsel  to  defend  you.  When  it’s  time  to  renew  your 
policy,  remember  the  specialists  in  professional  liability. 

Call  1(800)  899-2356.  Nothing  will  be  missing 
in  your  protection. 

INSURANCE 
CORPORATION 
OF  AMERICA 
Houston,  Texas 


South  Dakota 
Foundation  for 
medicol  Core 


Outpatient  Observation  Services 

While  Medicare  policy  regarding  use  of  outpatient  "observation  beds"  in  the  hospital 
has  been  in  effect  for  a number  of  years,  a great  deal  of  confusion  still  seems  to  exist 
among  physicians  and  hospitals  about  the  appropriate  use  of  these  services. 

What  Are  Observation  Services? 

The  HCFA  defines  outpatient  observation  services  as  those  services  ordered  by  a 
physician  and  furnished  to  a patient  on  the  hospital’s  premises,  including  use  of  a bed  and 
periodic  monitoring  by  the  facility’s  nursing  staff,  which  are  reasonable  and  necessary  to 
evaluate  the  outpatient’s  condition  or  to  determine  the  need  for  possible  inpatient 
admission. 

In  the  past,  use  of  outpatient  observation  for  Medicare  patients  was  strictly  limited  to 
stays  of  no  more  than  23  hours  and  59  minutes.  In  January  1989,  the  regulations  were 
relaxed  and  now  no  longer  specify  an  exact  number  of  acceptable  hours. 

Observation  services  generally  do  not  exceed  24  hours,  although  certain  circumstances 
may  dictate  extension  of  this  time  period.  However,  outpatient  observation  services 
should  never  be  substituted  for  medically  appropriate  inpatient  admissions. 

When  to  Use  Observation  Services 

The  purpose  of  outpatient  observation  is  to  assess  a patient’s  needs,  either  for  inpatient 
admission  or  discharge.  Use  of  an  observation  bed  allows  the  physician  to  place  the 
patient  in  the  hospital  for  a limited  time  for  observation,  repeat  examination,  and/or 
short-term  treatment  in  order  to  establish  the  course  of  an  illness  or  clarify  disposition. 
The  physician  should  use  a 24-hour  period  as  a benchmark  when  considering  use  of  these 
services. 

The  decision  whether  or  not  to  admit  the  patient  is  the  responsibility  of  the  physician, 
not  the  hospital.  It  is  the  intent  of  the  physician  at  the  time  of  the  admission  that 
determines  whether  the  patient  is  admitted  under  observation  or  regular  inpatient  status. 
Documentation  of  this  intent  as  well  as  the  patient’s  status  must  be  included  in  the  chart. 

(continued  next  page) 
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(Foundation  for  Medical  Care  continued) 


An  example  of  appropriate  use  of  observation  services  could  be  a patient  complaining 
of  nausea/vomiting  and  abdominal  pain.  Physical  findings  in  the  emergency  room  are 
negative;  blood  chemistry  indicates  mild  dehydration.  The  patient  is  placed  in  an 
"observation  bed",  treated  with  IM  antiemetics  and  IV  hydration.  After  15  hours  the 
patient  is  improved,  stable,  and  ready  for  discharge. 

Observation  bed  services  can  be  continued  past  24  hours  if  additional  time  is  necessary 
to  stabilize  the  patient.  However,  extending  the  length  of  stay  under  observation  status 
must  be  for  medical  necessity  rather  than  physician  or  patient  convenience,  and  must  be 
clearly  documented  in  the  chart. 

At  the  end  of  24  hours,  the  physician  should  reassess  the  patient  to  determine  if: 

• The  patient’s  condition  requires  additional  treatment,  then  the  status  should  be 
converted  to  an  inpatient  admission;  or 

• The  patient’s  condition  has  improved  sufficiently  to  allow  discharge  within  a few 
hours. 

If  inpatient  admission  is  not  appropriate,  the  physician  should  establish  a discharge 
plan  at  this  time  and  document  it  in  the  chart. 

In  a case  where  a physician  determines  on  initial  assessment  that  inpatient  admission 
is  required,  yet  the  problem  resolves  within  24  hours,  the  inpatient  admission  is  still 
considered  appropriate.  Inpatient  status  is  not  decided  by  the  length  of  stay  but  rather 
by  the  physician’s  intent  at  time  of  admission,  as  supported  by  documentation  in  the  chart. 

The  following  guidelines  are  to  be  followed  when  considering  admitting  a Medicare 
patient  under  observation  status: 

• Care  must  be  medically  necessary. 

• The  decision  to  admit  a patient  to  observation  versus  inpatient  status  is  based  on 
the  physician’s  assessment  of  that  patient’s  condition  at  the  time  of  initial  evalua- 
tion. 

• Observation  bed  status  should  not  be  used  as  a substitute  for  appropriate  in- 
patient admission. 

• Twenty-four  hours  should  be  used  as  a benchmark. 
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Jacalyn  Slingsby,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


Appreciation  For  This  Past  Year 

As  I write  this  last  article  for  the  SOUTH 
DAKOTA  JOURNAL  OF  MEDICINE  it  leaves 
me  a little  sad.  I am  reminded  of  words  I heard  my 
father  speak  during  a retirement  party  in  his  honor.  He 
said  one  of  his  greatest  fears  about  retiring  after  40  years 
in  business  would  be  the  loss  of  opportunity  for  him  to 
learn  from  other  people.  He  felt  one  primary  way  he 
had  continued  to  keep  himself  "educated"  was  through 
the  associations  he  had  made  with  employees,  business 
contacts  and  customers,  and  following  retirement  he 
would  no  longer  have  as  much  exposure.  I have  felt  the 
primary  way  I have  kept  myself  informed  of  medical 
issues  is  through  auxilians,  physicians,  and  legislators 
that  I have  gotten  to  know  better  this  past  year  while 
holding  this  state  office. 

Serving  as  the  SDSMA  Auxiliary  president  has  been 
a great  opportunity  for  me  to  learn  through  both  the 
AMA  and  the  AMA  Auxiliary.  My  "education"  came 
from  many  sources  particularly  through  local,  state  and 
national  meetings  where  I had  an  opportunity  to  meet 
auxilians  and  physicians  and  gain  knowledge  to  help  me 
become  a better  physician’s  spouse  and  parent.  Infor- 
mation also  came  through  materials  received  from  both 
the  AMA  and  the  AMA  Auxiliary  and  other  state 
auxiliaries  which  I then  perused  for  articles  in  the  Jour- 
nal. When  writing  I had  a time  for  reflection  on  the 


accomplishments  of  both  organizations  which  provided 
a feeling  of  satisfaction  knowing  I was  truly  promoting 
various  aspects  of  the  Auxiliary  and  AMA  that  are 
sometimes  overlooked  or  unrecognized. 

Much  of  this  knowledge  I have  gained  will  stay  with 
me  and  assure  my  continued  involvement  and  commit- 
ment to  this  organization.  The  projects  arc  ongoing, 
worthwhile,  and  always  in  need  of  assistance.  I hope, 
too,  that  this  information  I have  tried  to  share  with  you 
has  also  stimulated  your  or  your  spouse’s  involvement 
and  provided  a direction  of  interest  for  your  commit- 
ment. Our  organizations  will  continue  and  thrive 
through  volunteer  efforts  because  every  volunteer  has 
some  expertise  or  some  unique  ability  to  contribute. 
Medical  challenges  will  also  continue  to  arise,  but  our 
membership  will  also  be  "educated"  and  better 
prepared  to  face  the  challenge. 

At  our  state  convention  this  June  in  Sioux  Falls,  I will 
pass  the  gavel  on  to  a new  and  very  capable  state 
auxiliary  president,  Mollie  O.  Krafka.  She  has  a definite 
gift  for  writing  and  I know  you  will  find  her  articles 
entertaining  and  informative. 

Thank  you  to  all  who  helped  provide  my  "education" 
this  past  year.  I truly  enjoyed  working  with  you  and  look 
forward  to  seeing  you  at  the  state  convention.  # 

cZnL  C-c/n^ 
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South  Dakota  State  Medical  Associati 


Wellcome 


BURROUGHS  WELLCOME  CO. 

Larry  Chase 

Professional  Representative 
Rapid  City 
605/341-3087 


South  Dakota 
Foundation  for 
medicol  Core 


Steven  D.  Ludens 
Professional  Representative 
Sioux  Falls 
605/338-1602 


CIBA-GEIGY 

CORPORATION 


1323  S.  MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 
PHONE  (605)  336-3505 


ISIAul 

Property  & Liability 
Insurance 


PHARMACEUTICAL 

DIVISION 


St.  Paul  Fire  and  Marine  Insurance  Company 
Upper  Midwest  Service  Center 
3600  West  80th  Street 


SUMMIT,  NEW  JERSEY 


Minneapolis,  Minnesota  55431-1080 
Telephone  (612)  893-5700 


Business  Resources,  Ltd. 

Business  Computer  Systems  Specialists 
'The  Complete  Solution” 

□ 620  S.  Cliff  Ave.  “ 422  5lh  Ave.  S.E 

P.0,  Box  904  PO  Box  1902 

Sioux  Falls.  SD  57101  Aberdeen,  SD  57401 

339-4176  226-0673 


VERSYSS  MENDS®  II 
MEDICAL  PRACTICE 
MANAGEMENT  SYSTEM 


First 

interstate 


Bank 


A complete  patient  information  and  billing 
management  tool  designed  to  meet  the 
specific  needs  of  your  practice. 


Williams  Insurance  Agency 


Stephen  M.  Warwick 

Vice  President 
Trust  Officer 


First  interstate  Bank 
of  South  Dakota,  N.A. 

Trust  Department 
601  South  Minnesota  Ave. 
P.O.  Box  1348 
Sioux  Falls,  SD  57101 
605  335-4001 


704  West  Avenue  North 
P,  O Box  1 507 

Sioux  Falls,  South  Dakota  57101 
605  336-0940 


ELI  LILLY  AND  COMPANY 
DISTA  PRODUCTS  COMPANY 


LILLY  CORPORATE  CENTER 
INDIANAPOLIS,  INDIANA  46285 
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1991  Annual  Meeting  SPONSORS 


South  Dakota 
Blue  Shield 

1601  West  Madison 
Sioux  Falls,  SD  57104 


ABBOTT 

Diagnostics  Division 

Minneapolis  District  Sales  Office 


• 336-1976 

• 1-800-952-1976 


3800  West  80th  Street,  Suite  1460 
Bloomington,  MN  55431 


Dave  Szela 
Sioux  Falls,  SD 


RUSH 

delicious 


MORE 

nuiittious 


PORK 


South  Dakota  Pork 
Producers  Council 
P.O.  Box  326 
Madison,  SD  S7042 


South  Dakota  Beef 
Industry  Council 
P.O.  Box  1037 
Pierre,  SD  57501 
(605)  224-4722 


ComputerLond 


ComputerLand  of  Sioux  Falls 

3809  South  Western  Avenue 
Post  Office  Box  88308 
Sioux  Falls.  SD  57105 
(605)  338-5263 
FAX  (605)  338-7130 


(605)  256-4501 


NCH 


RA'V’MOND  H.  AI.LE,N,  Ml) 
DONALD  T.  BISHOP,  MD 
PAUL  I,  CARPENTER,  MD 
MICHAEL  S.  CHANDRA,  MD 
JERRY  I.  MOENCH,  MD 
DAVID  A,  NACELHOLT,  MD 
LEWIS  C.  OFSTEIN,  MD 
LEYCESTER  OWTINS,  JR,  .MD 
J.A,MES  R.  RflTOOEDS,  MD 
ELOM)  E.  SOEBERG,  MD 
JOHN  C.  VANDER  WOUDE,  JR,  MD 
GAI.EN  N.  VONK,  MD 


SB 

SmithKIme  Beecham 

Pharmaceuticals 


David  Bjork 
Bismarck,  ND 


Regional  Sales  Office 
Hngicwood,  CO 
(303)  843-0451 

Michael  Brown 
Sioux  Falls,  SD 


LyncUc  L.  Hinckley 
Bismarck.  ND 


Peter  Hoglund 
Sioux  Falls.  SD 


CARDIAC,  THORACIC  & VASCULAR  CARE 

605/331  5394 

SOUTH  DAKOTA  1-800-952-2213 
REGIONAL  1-800-643  7936 


Dan  Rieland 
Rapid  City,  SD 


Chuck  McCarthy 
Sioux  Falls.  SD 


Craig  R.  Skattum 
Rapid  City,  SD 


/Minneapolis 

Heart 

Institute 


SYNTEX  LABORATORIES,  INC. 

PALO  ALTO,  CALIFORNIA  94304 


Ron  Gjoraas 
Representative 
5405  W 49th  St 
Sioux  Falls,  SD  57106 


Jeff  Deutscher 
Representative 
3406  Hallmark  Court 
Rapid  City,  SD  57702 


‘ ‘‘Providing  complete 
consultative  cardiovascular 
care  for  people 
of  all  agesC 


920  E.  28th  Street 

Minneapolis,  MN  55407 

612-863-3975 

Toll  Free  1-800-328-5015 
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JANSSEN 

PHARMACEUTICA 


MICHAEL  J.  MAGERA 

SALES  REPRESENTATIVE 


2804  WEST  McClellan 
SIOUX  FALLS.  SD  57104 
(605)  334-5972 


H.MI  rati 


600  SOUTH  CLIFF  AVE 
PO  BOX  1234 
SIOUX  FALLS,  SD  57104 


A REPUTATION  BUILT  ON  TRUST  A CONFIDENCE 
SINCE  1 959 

A PROFESSIONAL  STAFF  TO  SERVE  YOU 

CALL  FOR  A CXIMPETITIVE  QUOTATION 


336-1090 


HARDWARE  • SUPPORT 
SOFTWARE  • SERVICE 

TRAINING  • SUPPLIES 

• FORMS 


INNOVATIVE  SOLUTIONS  FOR  A HEALTHY  PRACTTICE 

BEST  SYSTEMS  & SERVICES,  INC. 

Gontrolofax^ 

608  W.  33rd  Street  • P.O.  Box  1142 
Sioux  Falls,  South  Dakota  57101-1142 
(605)  334-0900 
Toll  Free  1-800-843-7928 


BRISTOL-MYERS 

US.  PHARMACEUTICAL 
AND  NUTRITIONAL  GROUP 


EVANSVILLE,  INDIANA  47721  0001 


CIBA-GEIGY 

CORPORATION 

PHARMACEUTICAL 

DIVISION 

SUMMIT,  NEW  JERSEY 


'z  listen, 

we  understand. 
That's 

the  difference. 


PIPER,  JAFFRAY 
&HOPWOOD 


incorporated 


Where  undersuinding  you  comes  first 


201  South  Phillips  Avenue 
P.O.  Box  5007 

Sioux  Falls,  South  Dakota  571 17 
605-336^2070 


MEMBER  SiPC  NEW  YORK  STOCK  EXCHANGE  INC 


’tti  ■ CHARTER  HOSPrrAL 
^ OF  SIOUX  FALLS 


Mental  Health  Treatment  for 
Children,  Adolescents  and  Adults. 

OUPATIENT/INPATIENT 

605-361-8111  ■ 800-992-0772 


Pharmaceutical  Products  Divisiou 


Ken  Munch 
Sioux  Falls,  SD 


Dan  Schoenfelder 
Rapid  City,  SD 
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Fqr  Your  Next  Business  or  Pleasure  Trip,  Call. 

(^Travel  Agency 

The  Most  Trusted  Name  In  Travel" 

815  St.  Joseph  St 
Rapid  City,  SD  57701 
342-8482 
1-800-422-3669 

Visit  Our  Booth  At  The  SDSMA  Convention 
In  Rapid  City,  June  1, 1990 

Aberdeen  Brookings  Huron  Madison  iMitchell 
Pierre  Sioux  Falls  Watertown  Yankton 


Forrest  T Miller 

Sales  Representative 


PARKE-DAVIS 

5005  W 47th  Street 

Sioux  Falls,  South  Dakota  57106 

(605)  361-7929 

Distribution  Center 

(1-800)  323-8683  • (1-312)640-5400 


Member 


Plastic  Surgery  Associates 
Of  South  Dakota  Ltd. 


SCHOOL  OF  mEDICINE 
flLUmNI  FOUNDATION 

THE  UNIVERSITY  OF  SOUTH  DflKOTR, 


AMERICAN  SOCIETY  OF 
PLASTIC  AND  RECONSTRUCTIVE 
SURGEONS.  INC 


David  J.  Witzke,  MD  Vaughn  H.  Meyer,  MD 
Board  Certified  Specialists  in 
Plastic  & Reconstructive  Surgery 
1301  S Ninth  Ave  605  335-3349 

Sioux  Falls,  SD  57105  1-800-666-3349 


fl5 


REID -ROWELL 


901  Sawyer  Road  • Marietta,  GA  30062-2224 


SOtwl  Member  of  the  Solvay  Group 


OFFICE  PHONE 
(605)  334-3322 


TSgi  Bruce  Trickj-:i, 

HEALTH  PROFESSIONS  RECRUITER 

USAF  RECRUITING  OFFICE 
2201  W 49TH  ST  . SIOUX  FALLS,  SD  57105-6551 


'amhkh; 


.AiR.J 


DAKOlAMDWESr 

CANCERINSTTTUIE 

A comprehensive  center  for  diagnostics,  treatment 
and  research  on  the  McKennan  campus 


1000  East  21st  Street  • Sioux  Falls,  South  Dakota  57105-1080 

(605)  331-1111 


Glaxo 


Glaxo  Inc. 


Five  Moore  Drive 

Research  Triangle  Park,  NC 27709 
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WYETH-AYERST 


W 


LABORATORIES 


Division  of  American  Home  Products  Corporation 
PO  Box  8299 

Philadelphia,  PA  19101-1245 
(215)  971-5611 


RHONE^^ULENgROR^ 


RHONE-POULENC  RORER  PHARMACEUTICALS  INC 

500  VIRGINIA  DRIVE 

FORT  WASHINGTON,  PA  19034 


SEARLE 

Searle  Laboratories 
Division  of 

Searle  Pharmaceuticals  Inc. 
Chicago,  Illinois  60680 


Ross  Bjella 

Special  Accounts  Manager 


6117  Creek  View  Trail 
Minnetonka,  MN  55343 
(800)  669-6890 
Mailbox  907# 


ALLERGAN  PHARMACEUTICALS 

A Division  of  Allergan,  Inc. 


Corporate  Office 
2525  Dupont  Drive 
Irvine,  CA  92715 


•Tiyi 


mBQ\EEM.D., 


LIMITED 


Diagnostic  Medical  Imaging 


1 100  South  Euclid  Ave. 
Sioux  Falls,  South  Dakota 
57117 

(605)  335-1455 
1-800-333-0365 


MBadjjjton 

PHARMACEUTICALS 


Bob  Metcalf 

Medical  Sales  Representative 
5900  Chadwick  Place 
Sioux  Falls,  South  Dakota  57106-0858 
605-361-2612 


A Bristol-Myers  Squibb  Co. 
Evansville,  Indiana  47721 
U.S.A. 


WALLACLLABORATORI  ES 


DIVlS'ON  Of  C A R TE  R - WA  l„  l.  AC  E . I N C . 


^ erse^^ 
^ 0857? 


T rental 

(pentoxifylline) 

Tablets,  400  mg 


® 
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MARION  MERRELL  DOW  IN 


C. 


9300  Ward  Parkway 

MAIL:  P.  O.  Bax  8480 

Kansas  City,  Missouri  64114-0480 


McKENHW 

HOSPITAL 


800  East  21st  Street 
Sioux  Falls,  SD  57117-5045 
605/339-8000 


Presentation  Health  System 


W.  B.  SAUNDERS  COMPANY 

Harcourt  Brace  Jovanovich,  Inc. 


The  Doctors  Company 


1127  First  St 


FRED  A.  NELSON 

Professional  Sales  Representative 


2319  E.  7th  Street 


KAREN  MUSSER  RUYBAL 


Fremont,  NE  68025 
402-727-4846  1-800-344-0742 


Marketing  Projects  Coordinator 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 


A 

SANDOZ 


P.O  Box  2900 

Napa,  CA  94558-0900 

707  / 226-7160  ext  307 

800/421-2368 

800  / 352-7271  (California) 

FAX,  707/226-1588 


Michael  R.  Kujak 
Sioux  Falls,  SD 

Ann  L.  Peters 
Sioux  Falls,  SD 

Elizabeth  K.  Braunstein 
Rapid  City,  SD 


SANDOZ  Pharmaceuticals 
Corporation 

East  Hanover,  New  Jersey  07936 


THE  UNIVERSITY  OF  SOUTH  DAKOTA 
SCHOOL  OF  MEDICINE 


Vermillion  Office 
E Clark  & Dakota 
Vermillion,  SD  57069 
(605)  677-5621 

Sioux  Falls  Office 
2605  W 22nd 
Sioux  Falls.  SD  57105 
(605)  339-6648 


Yankton  Office 
1000  W 4th 
Yankton.  SD  57078 
(605)  665-9022 

Rapid  City  Office 
1011  11th  St 
Rapid  City.  SD  57701 
(605)  394-5105 


. . providing  medical  education,  service 
and  research  for  South  Dakotans” 
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BLUE  CROSS  AND  BLUE  SHIELD 
OF 

NORTH  DAKOTA 

4510  Thirteenth  Avenue,  SW 
Fargo,  North  Dakota  58121-0001 
Telephone  282-1325 


FUKUDA  DENSHI  AMERICA  CORP. 

7102  180TH  AVENUE  NORTHEAST 
BLDG.  A - SUITE  101 
REDMOND,  WASHINGTON  98052 
[206]  881-7737 
1-800-365-6668 


Schering  Laboratories 
Kenilworth,  New  Jersey 


1321  West  10th 
Sioux  Falls,  SD  57104 
605-335-8149 


JOHN  E.  LOWER 

Professional  Pharmaceutical  Representative 


1605  South  Glendale  Avenue 
Sioux  Falls,  SD  57105 
Telephone  (605)  334-6777 


WYETH-AYERST 


LABORATORIES 


E.R.  Squibb  & Sons 

United  States 


Pat  Renli 

Full-Line  Representative 


Division  of  American  Home  Products  Corporation 
PO  Box  8299 

Philadelphia,  PA  19101-1245 
(215)  971-5611 


Upjohn 


K®, 


A Century 
of  Caring 

1886-1986 


The  Purdue  Frederick  Company 

100  Connecticut  Avenue 
Norwalk,  CT  06856 


Betadine  Senokot 

MS  Contin  Trilisate 


South  Dakota  State  Medical  Association 
sincerely  appreciates  the  support 
of  these  sponsors  for  our 
1991  Annulal  Meeting 


Norzine  Uniphyl 
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Medicare  Physician  Payment  Policies: 

A Cost  Accounting  Analysis  of  Three  Internal 
Medicine  Office  Practices  in  South  Dakota 


Robert  C.  Goodhope,  MD,  MBA^ 


ABSTRACT 

Medicare  financed  visits  comprise  a higher  percentage  of  these  solo  internal  medicine  practices  than  in  solo 
practices  of  all  types  in  South  Dakota^^  or  practices  of  any  type  in  the  USA.^’^^  Investment  opportunity  costs,  not 
apparently  considered  in  payment  reform  policies,  in  the  three  practices  evaluated  are  greater  than  professional 
liability  costs  which  are  highlighted  in  reform  systems.^ 

Medicare  office  visit  reimbursement  under  the  Customary,  Prevailing  and  Reasonable  (CPR)  system  did  not 
cover  economic  costs  in  these  three  office  practices.  The  1991  transition  year  projections  predict  practice  1 will  lose 
over  $7,000.  In  the  unlikely  event  that  budget  neutral  provisions  are  implemented  in  1992,  the  three  practices  could 
experience  an  office  revenue  increase  of  49%,^  still  not  equal  to  the  economic  incentives  of  non-Medicare  visits. 
However,  the  direction  taken  by  the  Health  Care  Financing  Administration  (HCFA)  in  developing  a model  Medicare 
Fee  Schedule  would  permit  an  average  increase  of  only  19%  to  the  office  charges  of  the  three  practices.  Gllice 
practices  1 and  3 will  not  break  even  without  increasing  Medicare  office  visit  volume  by  37%  and  57%  respectively. 


THE  PROBLEM 

Since  Medicare’s  first  payments  began  in  1967, 
medical  expenditures  have  risen  faster  than 
general  inflation.  Medicare  spending  on  physician  ser- 
vices has  been  growing  at  15%  annually.^  In  the  interval 
between  1967  and  1988,  Medicare  Part  B expenditures 
increased  forty-fold  while  Part  A,  hospital  insurance, 
costs  increased  twenty-fold.^ 

Cost  containment  regulations  aimed  at  keeping 
health  care  access  affordable  have  multiplied  the 
"hassle  factors"  for  health  professionals  and  the  health 
care  industry.^  The  current  payment  system  is  inequi- 
table with  management  and  evaluative  services 
provided  by  primary  care  office  practices  relatively  un- 
derpaid now,^  but  expected  to  increase  in  value  in 

1992.4.5 

Medicare  Reimbursement  Systems  in  Transition 
Through  1990,  except  for  hospital  outpatient  depart- 
ment services,  Medicare  reimbursement  for  Part  B, 
Supplementary  Medical  Insurance  (SMI)  programs, 
was  based  on  "reasonable  charges".^  Beginning  January 
1, 1991,  physicians  have  been  enjoined  from  billing  more 


1.  Internal  Medicine,  VA  Medical  Center,  Fort  Meade,  SD.  Assistant 
professor  of  Internal  Medicine,  USD  School  of  Medicine. 


than  140%  of  Medicare’s  limiting  charge."*  In  1992,  a 
Medicare  Fee  Schedule,  an  iteration  of  the  Resource 

no 

Based  Relative  Value  Scale  developed  by  Hsiao,  ’ will 
replace  the  Customary,  Prevailing  and  Reasonable 
(CPR)  payment  system,  and  will  shift  payment  from 
technology  and  procedural  services  to  evaluation  and 
management  services.^ 

PURPOSE 

This  cost  analysis  provides  primary  data  on  how  well 
physicians  can  expect  to  recoup  their  office  practice 
costs  under  the  new  Medicare  payment  system.  The 
incentive  value  of  Medicare  payment  systems  for  inter- 
nal medicine  office  practice  was  singled  out  for  a cost 
accounting  study  as: 

(1)  "Overhead  and  malpractice  exposure  probably 
vary  according  to  site  of  service  (eg,  between  hospi- 
tals and  offices)".^ 

(2)  "Any  payment  system  should  allow  physicians 
to  recoup  their  reasonable  economic  costs  in- 
curred while  providing  a service,  including 
practice  costs". 

(3)  "Funding  for  the  (Harvard  RBRVS)  study  did 
not  provide  for  primary  data  gathering  on  practice 
costs...".^ 
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METHODS 
Data  Sources: 

Seven  area  practices  with  major  office  practice  com- 
ponents were  invited  to  participate  in  the  study.  Five 
solo  practices  expressed  interest.  Two  of  these  solo 
practices  closed  before  the  end  of  calendar  year  1989, 
the  study  interval.  The  three  remaining  solo  practices 
were  extensively  analyzed.  These  practices  ranged  be- 
tween five  to  eleven  years  duration,  the  primary 
practitioner  over  forty  but  under  sixty  years  of  age. 

Practice  personnel  filled  out  a questionnaire  detailing 
practice  capacity,  practice  overhead,  practice  revenues, 
revenue  sources,  and  office  visit  type  and  quantity.  The 
author  also  spent  several  hours  at  some  practice  sites 
reviewing  practice  accounts  to  obtain  further  cost  and 
revenue  information.  Using  this  information,  the 
author  eonstructed  composite,  frequency-weighted 
average.  Medicare  and  non-Medicare  office  call 
revenue  and  cost  profiles  for  contribution  margin 
analysis.  (Table  III). 

Type  of  Analysis 

Practice  operations  for  1989  were  studied  as  to  costs, 
revenues,  sources  of  payment,  and  capital  investment  of 
the  practitioner.  Office  revenues  from  Medicare  and 
other  sources  were  identified  and  separated.  Fixed 
costs,  variable  costs,  and  capital  costs  were  calculated. 
Costs  were  subtracted  from  actual  1989  office  visit 
revenues  and  two  projections  of  1992  office  visit 
revenues.  (Table  IV) 

Expense  items,  including  the  capital  costs,  were  ex- 
pressed as  a percentage  of  annual  gross  revenues.  This 
better  protects  the  financial  confidentiality  of  the  prac- 
tices studied  and  allows  the  practices,  which  vary 
considerably  in  absolute  revenues  and  expenses,  to  be 
compared  to  each  other  and  to  regional  and  national 
averages.  (Table  I) 

Lab/X-ray  Costs  and  Revenues 

Office  site  lab  and  x-ray  services  were  provided  by  two 
of  three  practices.  To  simplify  the  model  and  make 
comparisons  meaningful  across  the  three,  lab  and  x-ray 
costs  and  revenues  are  ascribed  to  the  non-office  com- 
ponent of  the  practice  and  are  included  in  gross  practice 
figures  but  are  absent  from  office  visit  calculations. 

Casemix 

The  mix  of  Medicare  and  non-Medicare  patients  seen 
in  the  three  solo  internal  medicine  office  practices 
showed  a greater  preponderanee  of  Medicare  patients 
than  the  35%  average  for  solo  medical  practices  (all 
specialties)  in  South  Dakota^^  and  accounted  for  far 
more  than  the  20%  average  of  physicians’  revenue 
reported  by  Hsiao  et  al.^’^^  The  three  office  practices 


which  were  studied  ranged  from  44.0%  to  74.4% 
Medicare  patients  and  35%  to  70%  Medicare  revenue. 

Results:  Variable  Costs 

The  revenue  received  from  each  visit  is  partially  offset 
by  the  variable  costs  (linen,  clinical  and  clerical  sup- 
plies, lab  costs,  etc)  which  would  not  have  been  incurred 
if  the  office  visit  had  not  occurred.  Although  variable 
costs  may  not  change  in  direct  proportion  to  the  quan- 
tity of  output  produced,  they  will  increase  (or  decrease) 
m some  manner  as  output  is  increased  (or  decreased).  “ 

Total  annual  variable  costs  of  office  practices  1,  2 and 
3 are  5.3%,  12.2%  and  6.9%  of  annual  revenues,  respec- 
tively. Practice  2 sees  as  many  patients  annually  as  the 
other  two  practices  combined  and  consequently  has 
higher  variable  costs. 


Table  I 


Table  la 

Financial  Overhead 

Financial  Overhead:  Total  Fixed  and  Semi-Fixed  Costs 
as  a Percentage  of  Annual  Practice  Revenue 


Practice 

(Regional 

#1 

#2 

#3 

Average)^'^ 

Semi-Fixed  Costs 

13.0% 

24.7% 

26.1% 

(18.7%) 

Plus  Fixed  Costs 

23.6% 

18.7% 

16.8% 

122.2%) 

Financial  Overhead 

36.6% 

43.4% 

42.9% 

(39.9%) 

Table  Ib 

"Practice"  Overhead:  The  Sum  of  Financial  Overhead 
(Semi-Fixed  and  Fixed  Costs)  and  Variable  Costs  as  a 
Percentage  of  Annual  Practice  Revenue 


Practice 

(Regional 

#1 

#2 

#3 

Average) 

Financial  Overhead 

36.6% 

43.4% 

42.9% 

(39.9%) 

Plus  Variable  Costs 

53% 

12.2% 

6.9% 

( 8.3%) 

"Practice  Overhead" 

41.9% 

57.5% 

49.8% 

(48.2%) 

The  regional  average  variable  costs  of  8.3%  of 
revenues  include  deceptively  low  cost  of  billing  service 
of  0.3%.^^  Billing  services,  when  utilized,  commonly 
charge  between  3 and  10%  of  gross  receipts  billed. 
Practices  1 and  3 view  losses  in  their  office  practice  as 
offset  by  the  intrinsic  billing  service  the  office  provides 
for  hospital  revenue.  Offsetting  over  10%  of  hospital 
revenue,  these  office  losses  make  these  intrinsic  billing 
services  as  expensive  as  extrinsic  billing  services. 

Results:  Semi-fixed  Costs 

Semi-fixed  costs,  also  called  semi-variable  costs,  are 
constant  when  output  varies  within  a given  range.  In 
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the  practices  studied,  semi-fixed  costs  are  those  as- 
sociated with  staff  salaries,  fringe  benefits  and 
retirement  contributions.  The  hiring  of  additional 
employees  as  the  practice  expands  is  incremental. 
(Table  la) 

Results:  Fi.xed  Costs 

FLxed  costs  are  those  which  are  necessary  to  open  an 
office  and  keep  it  open  even  if  no  patients  are  seen  and 
no  employees  arc  hired.  Fixed  costs  will  be  constant 
regardless  of  whether  a small  or  large  quantity  of  office 
visits  occur  during  the  period.  Fixed  costs  include 
equipment,  dues  and  conventions,  professional  promo- 
tion, business  and  professional  fees,  business  interest 
and  taxes,  occupancy  costs,  telephone,  business  and 
malpractice  insurance,  and  automobile  expenses 
(Table  la) 

The  fixed  cost  of  malpractice  insurance  is  given  spe- 
cial attention. In  this  analysis,  only  50%  of  the 
malpractice  premium  costs  are  attributed  to  the  office 
practice,  simulating  the  reduction  in  premium  which 
would  result  if  the  practice  was  restricted  solely  to  the 
office.^^ 

Practice  1 has  high  equipment  costs  of  10.4%  and  high 
auto  expenses  of  2.0%  to  support  portable  non-invasive 
diagnostic  services  at  small  local  hospitals.  These 
equipment  and  auto  expenses  are  excluded  from  the 
office  overhead  cost  calculations  of  practice  1. 


Table  II 

Investment  Opportunity  Costs  = a x b 
or  Equity  Multiplied  by  Return  on  Investment 


Practice 

Ila.  Long  Term  Capital 

#1 

#2 

#3 

Invested  as  a Percentage 
of  1989  Annual  Revenues 

V 

77.8% 

90.9% 

722% 

A 

Ilb.  (ROI)  Expected  Return  on 

Alternative  Investments 

12% 

11% 

10% 

lie.  Investment  Opportunity 

93% 

10.0% 

72% 

Cost  as  a Percentage  of 
Annual  Revenues 

lid.  Practice  Cost  — Investment  Cost  + Practice  Over- 
head or  Economic  Cost  = Opportunity  Cost  + Fixed 

Cost  + Variable  Cost 

Practice 

#1 

#2 

#3 

Investment  Opportunity  Cost 

9_3% 

10.0% 

72% 

Plus  "Practice  Overhead" 

41, m 

^1,1% 

Economic  Cost  of  Practice  as 

512% 

67.5% 

57.0% 

a Percentage  of  Annual 
Revenue 


Results:  Financial  Overhead  vs  "Practice  Overhead" 
For  financial  and  production  accounting  purposes, 
financial  overhead  represents  the  short-term  semi-fixed 
and  fixed  costs  which  must  be  offset  by  the  revenue  of 
the  endeavor.'^  "Practice  overhead",  a loosely  used 
term  in  medical  settings,  also  includes  the  variable  costs 
of  the  practice.  (Table  Ib)  The  average  "practice  over- 
head" expenses  expressed  as  percentages  of  gross 
annual  (1988)  receipts  for  the  same  specialty  type  of 
practice  of  medicine  for  the  north  central  region  of  the 
United  States^^  totaled  48.2%.  The  1986  practice  ex- 
penses for  internal  medicine  were  48.3%  of  annual 
revenues  according  to  Becker.^  The  1989  expenses  of 
practices  1,  2,  and  3 were  41.9%,  57.5%,  and  49.8%, 
respectively. 


Table  III 

Average  Variable  Cost  and  Contribution  Margins 

"Cus- 

tomary.  Prevailing,  and  Reasonable"  Payment  System 

Practice 

#1 

#2 

#3 

Composite  Medicare  Office 

Call  1989  Revenue 

Less 

$27.58 

$25.02 

$29.19 

Office  Call  Variable  Cost 

$ 6,1 9 

$7.26 

1.7,13 

Medicare  Office  Call 

1989  Contribution  Margin 

$2139 

$17.76 

$22.06 

Results:  Capital  Cost 


Investment  opportunity  costs  were  apparently  not 
included  in  figuring  costs  of  practice  when  the  RBRVS 
was  developed.^’^^  Although  the  practitioners  studied 
have  two  opportunity  expenses,  the  equity  invested  in 
the  practice  and  the  salary  they  might  have  earned  in 
alternative  employment,  the  opportunity  cost  con- 
sidered in  this  study  is  limited  to  the  practitioner’s 
equity  investment  in  the  practice.  Both  principal  and 
interest  on  start-up  loans  are  included  in  the  "equity" 
invested.  The  practitioners  reported  the  amount  of 
capital  invested  in  the  practice  (Table  Ila)  and  their 
usual  rate  of  return  on  alternative  investments  (Table 
lib).  From  these,  the  practice  investment  opportunity 
costs  were  calculated.  (Table  lie)  Investment  oppor- 
tunity costs,  fixed,  semi-fixed  and  variable  costs  make 
up  the  economic  costs  of  practice.  (Table  Ild) 

Average  Variable  Cost  and  Contribution  Margin 

The  average  variable  costs  per  visit  of  practices  1,  2, 
and  3 are  $6.19,  $7.26,  and  $7.13,  respectively.  Since 
practice  1 rarely  uses  a reference  lab,  almost  all  the 
difference  could  be  explained  on  that  basis  alone.  What 
is  left  after  variable  costs  are  subtracted  from  revenue 
is  termed  the  "contribution  margin",  because  these 
monies  are  "contributed"  to  offset  the  costs  of  the  prac- 
tice. (Table  III) 
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Break-even  Contribution  Margin 

Break-even  analysis  allows  a quick  determination  of 
profitability.  Dividing  actual  financial  overhead  by  the 
actual  quantity  of  office  visits  gives  the  contribution 
margin  necessary  for  the  office  practice  to  cover  short 
run  expenses. The  office  financial  overhead  used  in 
these  calculations  does  not  include  non-office  expenses 
or  opportunity  costs. 

Per  Visit  Opportunity  Costs 

Investment  opportunity  costs  could  have  been  appor- 
tioned to  the  office  practice  according  to  revenue 
generated  or  distributed  on  the  basis  of  costs  incurred. 
However,  this  cost  analysis  assigned  investment  oppor- 
tunity costs  to  the  office  practice  in  proportion  to  the 
capital  invested  in  the  office.  The  office  share  of  oppor- 
tunity costs  divided  by  total  office  visits  gives  the  per  visit 
opportunity  cost.  The  opportunity  cost  per  visit  repre- 
sents the  return  on  investment  per  visit  which  the 
practitioner  must  realize  before  gaining  real  recom- 
pense for  effort  and  time  spent  in  the  office.  (Table  IVa) 


Table  IV 

Difference  Between  Costs  of  Average  OOlce  Visit  and 
Average  Medicare  Visit  Revenue,  CPR  and  RBRVS 

Payment  Systems 

Practice 

#1 

#2 

#3 

IVa  Onice  Visit  Costs 

Office  Call  Variable  Cost 

$6.19 

$726 

$7.13 

Financial  Overhead/Visit 

$26.81 

$13.91 

$36.81 

Investment  Opportunity  Costs 

$7.87 

$529 

$8.08 

Total  Costs  of  Average  Visit 

$40.87 

$26.46 

$52.02 

IVb  Medicare  Otllce  Visit  Revenue 

"CPR"  1989  Average  Revenue 

$27.58 

$25.02 

$29.19 

RBRVS  1992  49%  Fee  Increase 

$41.09 

$3728 

$43.49 

RBRVS  1992  19%  Fee  Increase 

$32.82 

$29.77 

$34.74 

IVc  Economic  Gain  (Loss)  Per  Visit 

"CPR"  1989  Average  Revenue 

($1329)  ($  1.44)  ($22.83) 

RBRVS  1992  49%  Fee  Increase 

$ 022 

$10.82  ($8.53) 

RBRVS  1992  19%  Fee  Increase 

($  8.05) 

$321  ($1728) 

EFFECTS  OF  RBRVS  MEDICARE  FEE  SCHEDULE 

Congress  passed  the  Omnibus  Budget  Reconciliation 
Act  of  1989,  creating  a Medicare  Fee  Schedule  (MFS).^ 
The  balance  billing  controls  in  the  law  will  sharply  cut 
some  internal  medicine  physicians’  fees.^^  Some 
leaders  in  organized  medicine  have  already  expressed 


reservations  about  how  the  Department  of  Health  and 
Human  Services  will  put  the  law  into  effect.  ’ Assum- 
ing no  increase  in  volume  or  change  in  codes,  balance 
billing  curbs  will  reduce  1991  office  revenues  by  over 
$7,000  in  practice  1. 

The  putative  effect  of  shifting  dollar  for  dollar  from 
overvalued  services  to  undervalued  services  as  advo- 
cated by  the  PPRC,^  would  increase  the  Medicare 
allowed  amounts  for  internal  medicine  office  visit  ser- 
vices by  49%  for  the  three  practices  analyzed.  (Table 
IVb)  However,  proposed  Medicare  budget  cuts 
threaten  to  undermine  the  jubilation  expressed  by 
evaluation  and  management  medical  specialties  over 
the  adoption  of  the  resource  based  relative  value 
scale. The  pressure  to  use  payment  reform  to  cut 
Medicare  budgets  is  growing  as  the  1991  Federal 
Budget  deficit  projections  increase.  A published 
model  Medicare  Fee  Schedule,^  adopting  the  RBRVS 
in  principle  while  decreasing  the  payment  shifts  to  be 
made  between  specialties,  may  not  give  physicians  a 
clear  idea  of  what  they  can  expect  under  the  final 
Medicare  Fee  Schedule.^^  The  projected  average  in- 
crease for  the  practices  studied  of  19%  under  the  MFS^ 
is  shown  in  Table  IVb. 

Implications  of  This  Cost  Accounting  Study 

The  case  studies  rely  on  actual  costs  and  revenues, 
rather  than  computer  simulations.^  The  cases 
presented  show  the  current  and  projected  economic 
losses  (Table  IVc)  of  three  internal  medicine  office 
practices  in  western  South  Dakota.  When  these  data 
are  introduced  into  a linear  programming  format  of 
either  maximizing  minimal  profit  or  minimizing  maxi- 
mum losses  in  practicing  internal  medicine,  constrained 
by  the  hours  of  available  physician  input,  both 
decision  criteria  are  met  by  practicing  outside  the  of- 
fice! Further,  these  ongoing  economic  losses  imply, 
among  other  things; 

1.  A thriving  hospital  practice  is  necessary  to 
offset  losses  incurred  in  the  office.  (The  two  prac- 
tices which  closed  were  in  small  cities  with  small 
hospitals.) 

2.  If  physicians  were  compensated  for  the  true 
costs  of  olTice  practice  to  the  point  of  economic 
indilTerence  to  hospital  versus  office  care  delivery, 
the  need  for  utilization  review  and  peer  review 
would  diminish. 

3.  The  economy  of  health  care  provision  in  the 
office  versus  the  hospital  may  be  more  apparent 
than  real. 

4.  The  push  to  train  general  internists  in  am- 
bulatory settings^^  should  be  preceded  by  payment 
reform  which  fully  compensates  the  office  practice 
of  medicine. 
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5.  Paying  beginning  practitioners  only  a fraction 
of  the  payment  made  to  established  practitioners 
for  the  same  code  will  exacerbate  the  other 
problems  associated  with  starting  an  oftlce  prac- 
tice and  could  lead  to  a decrease  in  the  supply  of 
"more  economical"  ambulatory  care  in  the  future. 

6.  Similar  complaints  voiced  by  pediatricians  and 
family  physicians  who  must  also  contend  with 
Medicaid  imply  that  cost  accounting  analysis  of 
those  office  practices  would  yield  similar  findings. 
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CONTRIBUTORS  NEEDED! 


During  the  last  four  years  the  South  Dakota 
Medical  School  Endowment  Association  has 
granted  over  260  loans  totaling  nearly  $135,000. 
These  low  interest  (6%)  loans  go  to  medical 
students  who  are  attending  the  University  of 
South  Dakota  School  of  Medicine.  The  needs 
of  these  medical  students  continue  to  increase. 
To  meet  these  needs  the  Endowment  must  have 
continued  growth  in  both  the  size  and  numbers 
of  donations. 


WE  NEED  YOUR  HELP!!! 


Please  make  your  checks  payable  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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1 - 800  - 952  - 1976 


OUR  TOLL-FREE  LINE  IS  PROVIDED  TO 
PHYSICIANS  AND  SUBSCRIBERS  ACROSS  THE 
STATE  TO  GIVE  YOU  FAST  AND  EFFICIENT 
SERVICE.  ANYTIME  YOU  HAVE  A PROBLEM  OR 
SUGGESTION,  JUST  GIVE  US  A CALL. 


South  Dakota  Blue  Shield 

1601  W.  Madison,  Sioux  Falls,  SD  57104 


® Registered  Service  Mark  of  the  Blue  Cross  and  Blue  Shield  Association 


LOCUM  TENENS 
PHYSICIANS 

Join  a comprehensive  physician  support  ser- 
vice with  a major  medical  center  in  south 
central  Montana. 

Locum  physicians  provide  primary  care 
coverage  (excl.  routine  OB)  for  physicians  in 
rural  Montana  and  Wyoming.  Assignments 
vary  in  length.  Reimbursement  for  expenses, 
malpractice,  health  insurance,  CME. 

Call  Locum  Tenens  Coordinator 
1-800-325-1774 
Or  send  CV: 

1500  Poly  Drive,  Suite  103 
Billings,  M T 59102 


Practice  Where  Others 
Want  To  Vacation! 

Family  practice  physician  to  join 
active  full  range  3-man  family 
practice  in  Salida,  Colorado  near 
skiing,  golfing,  fishing,  and  hunting. 
Write: 

T.  Sandell,  MD 
111  Shavano 
Salida,  CO  81201 


Family  Practice  - Hospital 
Sponsored  Clinic  Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is 
seeking  Family  Physicians  to  Join  a 
growing  practice  in  a new  facility.  The 
administrative  burdens  of  medical 
practice  will  be  minimized  in  this 
hospital-managed  clinic.  The  hospital 
has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes 
base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and 
student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact: 

Kari  Wangsness,  Associate 
The  Chancellor  Group,  Inc. 
France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 


Family  Practice  Physician 

needed  to  Join  staff  of  well  equipped 
hospital-based  clinic.  Salary  of 
$100,000  to  $120,000;  malpractice 
and  health  insurances  paid;  35  days 
paid  personal  leave;  $1500  CME 
allowance;  and  relocation 
allowance.  Contact: 

Shirley  May,  Administrator 
Bennett  County  Hospital 
Martin,  SD  57551 
Phone:  605-695-6622 
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Progressive  physi- 
cian owned  organ- 
ization has  full-time 
positions  available 
for  emergency  physicians  in  several  north- 
western communities  including  Sioux  Falls  and 
Yankton,  South  Dakota,  Casper  and  Cheyenne, 
Wyoming  and  Pasco,  Washington.  Competitive 
compensation  plus  an  excellent  benefit  pack- 
age including  malpractice,  health,  disability  and 
life  insurance  as  well  as  profit  sharing  and  CME 
benefits.  Flexible  schedules,  attractive 
communities  to  provide  exceptional  working 
and  living  conditions,  exciting  recreational 
opportunities. 


Contact:  Janet  Cowley 

Recruitment  Coordinator 
BMP,  PC 

(307)  632-1436/FAX  (307)  635-4642 
P.O.  BOX  805 
Cheyenne,  WY  82003 


Infectious  Disease  Update 
In  Clinical  Practice 

Holiday  Inn  Rushmore  Plaza 
Rapid  City,  South  Dakota 
January  23-24, 1992 

Third  Annual  Conference  Sponsored  By: 
Department  of  Internal  Medicine 
University  of  South  Dakota 
School  of  Medicine 
and 

Rapid  City  Regional  Hospital 

Nurses,  hospital  epidemiologists,  pharmacists 
and  all  students  are  encouraged  to  attend 

Contact: 

Brian  T.  Hurley,  MD 
Department  of  Internal  Medicine 
USD  School  of  Medicine 
PO  Box  5046 

Sioux  Falls,  SD  57117-5046 


Family  Physicians 


Gundersen  Clinic:  A tradition 
of  teamwork  since  1891. 

The  Gundersen  tradition  began  in  1891.  And  it  is  still  alive 
today.  Its  an  exceptional  standard  of  medical  care  deliv- 
ered by  a highly  qualified  group  of  physicians  representing 
92  specialties  and  subspecialties. 

As  we  continue  to  meet  the  demands  of  our  expanding 
patient  base.  Family  Physicians  are  needed  to  join  several  of 
our  community  clinics  located  throughout  Iowa,  Minnesota 
and  Wisconsin.  The  Gundersen  advantages  include: 

• Excellent  coverage  and  call  schedules 

• Easy  access  to  specialists  and  subspecialists 

• Guaranteed  salaries 

• Comprehensive  benefits  packages  and  pension  plans 

• Paid  malpractice  insurance 

• Established  and  economically  sound  clinic 

• No  investment  required 

Become  part  of  our  tradition  as  we  celebrate  our  100th  Anni- 
versary. Call  Tim  Skinner,  Manager,  Physician  Recruitment, 
COLLECT  at  1-608-782-7300.  Or  send  your  CV  to:  Philip 
J.  Dahiberg,  M.D.,  Chairman,  Personnel  Committee, 
Gundersen  Clinic,  1836  South  Avenue,  Dept.  SD-5,  La 
Crosse,  Wl  54601 . An  equal  opportunity  employer. 

1 8 9 1 - 1 9 9 1 

Gundersen  Clinic,  Ltd 


Smart. 
Choice. 

We  offer  an  alternative  to  the  traditional  brokerage 
house  concept  of  investing.  As  fee-based  advisors,  we 
can  recommend  a wide  variety  of  investment 
opportunities  that  are  in  jyo/zr  best  interests. 

• Asset  Management 

• Business  Planning 

• Financial  Consulting 

• Real  Estate 
& Business  Brokerage 

Mhler 

XV  FINANCIAL 
GROUP 

2020  West  Omaha,  Rapid  City,  SD  57702-8061  • 605-343-7513  or  1 800-658-5550 
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Future  Meetings 


June 

Advanced  Cardiac  Life  Suppon  Renewal  Course,  U of  Neb 

Med  Ctr  Campus,  Omaha,  NE,  June  3.  Contact:  Ctr  for 
Cont  Educ,  U of  Neb  Med  Ctr,  600  S 42nd  St,  Omaha,  NE 
68198-5651.  Phone:  (800)  228-9630. 

* « « 

Breast  Disease  for  the  Pnma/y  Care  Physician,  40th  Annual 
Obstetrics  and  Gynecology  Conference,  Red  Lion  Inn,  Omaha, 
June  6-7.  Contact:  Ctr  for  Cont  Educ,  U of  Neb  Med  Ctr, 
600  S 42nd  St,  Omaha,  NE  68198-5651.  Phone:  (800) 
228-9630. 

* * 

International  Conference  on  Physician  Health,  Inn  on  tlie 
Park,  Toronto,  Ont,  Canada,  June  6-8.  Fee:  $260. 1 hr  AMA 
Category  I credit.  Contact:  AMA,  Dept  of  Registration  Serv, 
515  N State  St,  Chicago,  IL  60610-9986.  Phone:  (800) 
621-8335. 

* * * 

Management  of  Hypercholesteremia,  Mahoney  State  Park, 
Neb,  June  8.  Contact:  Ctr  for  Cont  Educ,  U of  Neb  Med  Ctr, 
600  S 42nd  St,  Omaha,  NE  68198-5651.  Phone:  (800) 
228-9630. 

* * * 

The  AMA  is  offering  a comprehensive  series  of  workshops  to 
improve  the  financial  and  operational  vitality  of  your 
practice,  f ee:  $195  member  for  a 1-day  session.  There  are 
many  different  time  and  places.  Contact:  AMA,  Dept  of 
Practice  Management,  515  N State  St,  Chicago,  IL 
60610-9986.  Phone:  (800)  366-6968. 

« 

FouHeenlh  Annual  Black  Hills  Seminar-Advances  in  Clinical 
Pediatrics,  Golden  Hills  Resort,  Lead,  SD,  June  19-21.  CME 
credit  avail.  Contact:  Debbie  Meyer,  USD  School  of 
Medicine,  1100  S Euclid,  PO  Box  5039,  Sioux  Falls,  SD 
57117-5039.  Phone:  (605)  333-7178. 

* 

Stalling  Your  Practice /Joining  a PaHnetship  or  Group  Practice, 

Chicago,  III,  June  20-22.  Fee:  (for  both  workshops)  $395.  12 
hr  AMA  Category  I credit.  Contact:  AMA,  Dept  of  Practice 
Management,  515  N State  St,  Chicago,  IL  60610-9986. 
Phone:  (800)  336-6968.  (Other  dates  and  places  are  avail.) 

* * * 

Treatment  of  theAlleigic  Patient,  Madden’s  Resort,  Brainerd, 
Minn,  June  21-23.  Contact:  Ctr  for  Cont  Educ,  U of  Neb  Med 
Ctr,  600  S 42nd  St,  Omaha,  NE  68198-5651.  Phone:  (800) 
228-9630. 

* * * 

Geaiing  Up  for  Retirement,  Marriott’s  The  Mark,  Vail,  Colo, 
June  28-29.  Fee:  $275.  3 hrs  AMA  Category  I credit. 
Contact:  AMA,  Dept  of  Practice  Management,  515  N State 
St,  Chicago,  IL  60610-9986.  Phone:(800)  336-6968.  (Other 
dates  and  places  are  avail.) 

* * * 


Addictive  Disease  in  the  1990s,  Benson  Hotel,  Portland,  Or, 
June  28-29.  Fee:  $250.  10  hrs  AMA  Category  1 credit. 
Contact:  Oregon  Foundation  for  Medical  Excellence,  4000 
Kruse  Way  PI,  Bldg  2,  #100,  Lake  Oswego,  OR  97035.  Phone: 
(503)  636-2234. 

July 

Advanced  Cardiac  Life  Suppon  (ACLS),  Sioux  Valley  Hosp, 
Sioux  Falls,  SD,  July  8 and  15  (class)  22  (testing).  Fee:  $125. 
20  hrs  AMA  Category  I credit.  Contact:  Beth  Hindhjorgen, 
RN,  Sioux  Valley  Hosp,  1100  S Euclid  Ave,  PO  Box  5039, 
Sioux  Falls,  SD  57117-5039.  Phone:  (605)  333-7027. 

* * * 

Present  and  Future  Clinical  Application  of  Tumor  Maikeis, 

Ritz  Carlton  Hotel,  Kona,  Hawaii,  July  9-13.  1 hr  AMA 
Category  I credit.  Contact:  Sally  O’Neill,  Ph.D,  Assoc  Dean, 
Creighton  Univ  School  of  Med,  CME  Div,  2500  California  St, 
Omaha,  NE  68178.  Phone:  (800)  548-2633. 

* * * 

Medical  Retirement  Seminais,  Hyatt  Regency,  Denver,  Colo, 
July  12-14.  Fee:  $300.  Contact:  Jill  Rubiner,  AASP,  515  N 
State  St,  Chicago,  IL  60610-9986.  Phone:  (312)  464-2461 

* * * 

Ninth  Annual  Medical  Seminar,  Plummer’s  Great  Slave  Lake 
Lodge,  Northwest  Territories,  Canada,  July  20-27.  23  hrs 
AMA  Categoi7  I credit.  Contact:  Joseph  Bocklage,  MD,  103 
Oakdale  Med  Ctr,  3366  Oakdale  Ave,  N,  Minneapolis,  MN 
55422.  Phone:  (612)  588-9478. 

* * * 

Pediatnc  Advanced  Life  Suppon  (PALS),  Sioux  Valley  Hosp, 
Sioux  Falls,  SD,  July  30-31.  Fee:  $125.  12  hrs  AMA  Category 
I credit.  Contact:  Beth  Hindhjorgen,  RN,  Sioux  Valley  Hosp, 
1100  S Euclid  Ave,  PO  Box  5039,  Sioux  Falls,  SD  57117-5039. 
Phone:  (605)  333-7027. 

January  1992 

Update  Conference,  sponsored  by  Internal  Medicine,  USD 
School  of  Medicine  and  Rapid  City  Regional  Hospital, 
Holiday  Inn  Rushmore  Plaza,  Rapid  City,  SD,  Jan  23-24. 
Contact:  Dr  Brian  Hurley,  (605)  339-6790.  # 


AMERICAN  MEDICAL  TELEVISION  on  the  Discovery 
Channel  every  Sunday  from  9 am  to  11  am.  Central  Stan- 
dard Time.  This  program  shows  the  latest  clinical 
advances,  legislative  and  socioeconomic  news  and  offers 
CME  credit.  For  more  information  call  1-800-6000. 
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Glaxo  Inc. 
would  like  to  express 
our  appreciation 
for  your  participation 

in  the  Gulf  War. 

We  thank  and 
salute  you  for  your 
accomplishments  there, 
and  we  join  the  nation 
in  welcoming  you  home. 


Glaxo 

GLAXO  INC. 

ALLEN  & HANBURYS  • GLAXO  PHARMACEUTICALS  • GLAXO  DERMATOLOGY 

RESEARCH  TRIANGLE  PARK,  NC  27709 


Did  you  know  that  wild  geese  have  an  instinctive  spirit  of 
cooperation  and  support  for  the  flock?  For  example,  by 
taking  off  together  it  creates  an  updraft  that  lifts  the  flock  up. 
By  flying  in  a “V”  formation  it  breaks  up  the  wind  resistance 
enabhng  the  flock  to  make  50%  more  progress.  And  if  one 
bird  falls  due  to  injury  or  exhaustion,  two  others  will  follow  it 
to  the  ground  and  stay  with  it  until  it  is  able  to  move  on. 
Cooperation  and  support  for  the  group. 

The  same  is  true  of  The  Doctors’  Company.  We  work  with 
our  doctors,  not  against  them,  by  providing  the  finest  in 
professional  habihty  insurance.  Our  competitive  rates, 
responsive  service,  interest-free  quarterly  payments,  and 
outstanding  risk  management  program  are  just  some  of  the 
reasons  why  more  and  more  South  Dakota  physicians  are 
joining  our  flock.  The  Doctors’  Company  has  the  financial 
strength  and  support  of  more  than  15,500  members 
nationwide.  But  unhke  the  migrating  geese,  we’re  in  South 
Dakota  to  stay.  We’ve  never  left  a state  to  which  we’ve 
committed  service. 

The  Doctors’  Company.  Call  us  today. 

More  than  15,500  doctors  nationwide  call  us  their  company. 


The  Doctors’  Company 


The  Largest  Dtirtor-Owned,  DocKir-Managed  Insurer  in  the  USA. 

Represented  in  South  Dakota  by: 

The  Doctors’  Agency  of  South  Dakota 
(800)252-0512 


For  your  insulin-mixing 
or  NPH-using  patients 


Humulin 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


* I MK  OOOa87lH31 

■~l  10  ml  m-710 
““its  per  mL  1 


.y^'an  insulin 
Suspension  - 
.y^an  insulin 

DNA  origin) 


Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%>  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage 

Leadership  In  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 
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Buying  Price  Aione  May  Leave 
You  With  A Few  Hoies 


The  purchasing  decision  for  your  professional  liability 
insurance  can  be  crucial.  You  need  to  be  wholly  covered, 
but  you  could  find  yourself  covered  with  holes.  A 
selection  based  on  price  could  produce  short-term 
savings,  but  hurt  you  in  the  long  run. 

With  ICA,  you’ll  get  what  you  pay  for... the  strongest 
consent-to-settle  clause  in  the  industry,  in-house  claims 
attorneys  to  answer  your  questions,  and  superior,  tough 


counsel  to  defend  you.  When  it’s  time  to  renew  your 
policy,  remember  the  specialists  in  professional  liability. 

Call  1(800)  899-2356.  Nothing  will  be  missing 
in  your  protection. 

INSURANCE 
CORPORATION 
OF  AMERICA 
Houston,  Texas 


Chemical  Dependency  and  The  Heart 

Donald  M.  Frost,  MD* 


ABSTRACT 

Drug  abuse  and  chemical  dependency,  although  not  unique  to  our  time,  surely  have  become  "headline  items"  in 
America.  The  recognition  that  alcohol  and  tobacco  use  leads  to  addiction  has  caused  us  to  look  anew  at  various 
chemicals  and  their  affects  on  the  body.  The  heart,  made  up  of  muscle,  vessels,  and  nerve  tissue,  is  uniquely  affected 
by  individual  chemicals.  This  article  is  a review  of  five  of  those  substances  and  how  they  specitlcally  affect  the 
cardiovascular  system. 


The  definition  of  chemical  dependency  may  be 
confusing  and  sometimes  very  illusive.  Mitzi 
Carroll,  Director  of  Keystone  Chemical  Dependency 
Center  gives  a definition  of  chemical  dependency  that 
is  meaningful  and  functional:  "Simply  put,  chemical 
dependency  exists,  when,  after  repeated  use  of  a chemi- 
cal, the  body  loses  its  capacity  to  control  the  intake  and 
effects  of  that  chemical.  When  that  happens,  the 
person’s  need  for  that  chemical  increases  and  he  or  she 
loses  the  ability  to  use  it  in  a predictable  way.  Depend- 
ents continue  to  use,  in  spite  of  the  negative  results  of 
their  use,  in  an  effort  to  regain  control  or  mastery.  A 
chemically  dependent  person  is  a victim  of  an  insidious 
progressive  disease  which  all  to  often  ends  fatally.  The 
disease  manifests  itself  in  all  areas  of  one’s  life  — physi- 
cally, psychologically,  socially  and  spiritually.  The 
chemically  dependent  person  is  unable  to  function  com- 
fortably without  the  drug  and  will  continue  to  use  in 
spite  of  the  negative  consequences  he  or  she  experien- 
ces."^ 

The  title  listed  for  this  paper  may  be  somewhat  mis- 
leading to  some  who  might  assume  that  one  must  be 
addicted  to  a chemical  before  harmful  effects  may 
result.  Such  is  not  the  case.  Persistent  or  intermittent 
use  of  the  various  drugs  to  be  discussed  may  cause 
serious  or  even  fatal  consequences,  even  though  addic- 
tion or  chemical  dependency  may  not  be  present. 

The  incidence  of  chemical  use  in  the  United  States 
has  increased  significantly  in  the  past  10-15  years. 
Though  most  drugs  other  than  alcohol  get  the  "head- 
lines", the  major  drug  of  abuse  in  the  United  States  has 
been  and  continues  to  be  alcohol.  The  following  statis- 
tics  are  illustrative: 


1.  Family  physician,  Family  Practice  Physicians,  Sioux  Falls,  SD. 
Medical  Director,  Keystone  Chemical  Dependency  Center. 


1.  Alcohol  consumption  increased  30%  in  the 
past  20  years. 

2.  One-third  of  all  hospitalized  patients  have 
problems  related  to  alcohol  abuse. 

3.  About  20%  of  our  total  national  health  expen- 
diture for  health  care  is  for  problems  related 
to  alcohol  abuse. 

4.  Nationally,  67%  of  Americans  drink  - 33% 
abstain. 

5.  Ten-fifteen  percent  of  the  population  con- 
sumes 80%  of  the  alcohol  in  the  United  States. 

6.  Total  consumption  of  alcohol  per  capita  is 
about  30  gallons  annually.  Approximately  24 
gallons  of  beer;  4-5  gallons  of  wine;  2 gallons  of 
distilled  spirits. 

7.  Alcohol  sales  contribute  $50  per  year  to  taxes 
per  person  yet  health  and  social  costs  are  over 
$300  per  person  per  year. 

8.  One-third  of  our  population  abstains;  one- 
third  drinks  up  to  three  (3)  drinks  per  week; 
one-third  consumes  four  (4)  or  more  drinks 
per  week. 

9.  Perhaps  50  million  American  have  used  or  are 
using  marijuana. 

10.  Cocaine  has  been  or  is  being  used  by  15-20 
million  people. 

11.  Approximately  50  million  individuals  continue 
to  smoke  cigarettes. 

The  focus  of  this  paper  will  be  on  drugs  which  adver- 
sely affect  the  heart.  Alcohol,  cocaine,  tobacco, 
marijuana  and  amphetamines  will  be  considered. 
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ALCOHOL  (Leading) 

The  fact  that  alcohol  is  used  by  two-thirds  of  our 
population  places  it  high  on  the  list  of  chemicals  that 
may  significantly  affect  the  heart.  The  social  accep- 
tance of  alcohol  plus  its  ready  availability  to  all  age 
groups  seems  to  set  it  apart  from  illegal  drugs  as  a 
contributor  to  heart  disease,  yet  research  is  beginning 
to  show  that  alcohol,  indeed,  plays  a major  role  in  heart 
disease. 

The  negative  effects  of  acute  and  chronic  alcohol 
ingestion  on  the  heart  and  blood  vessels  have  long  been 
observed,  however,  significant  research  interest  and  the 
clinical  implications  have  only  recently  begun  to 
flourish. 

Myocardium.  It  has  long  been  assumed  that  any 
direct  effect  on  the  wall  of  the  heart  in  the  drinking 
individual  was  nutritional  in  nature.  Only  recently,  has 
it  been  recognized  that  alcohol  may  indeed  have  a toxic 
effect  on  the  myocardium  itself.  Pathologic  manifesta- 
tions that  appear  in  the  myocardium  associated  with 
heavy  alcohol  use  are  thought  to  occur  first  as  a meta- 
bolic abnormality  followed  by  morphologic,  structural 
and  finally  functional  changes.  It  is  generally  assumed 
that  metabolic  changes  such  as  increase  in  myocardial 
triglyceride  uptake,  production  of  abnormal  lipids,  and 
mineral  metabolism  plus  myocardial  protein  synthesis 
abnormalities  precede  morphologic  changes  in  the 
heart. 

The  article  by  Knott  and  Beard,  "Effects  of  Alcohol 
Ingestion  on  the  Cardiovascular  System",  illustrates  well 
some  of  the  morphologic  changes  that  occur  as  a result 
of  heavy  alcohol  use.^  The  developmental  progression 
of  alcohol-induced  morphological  abnormalities  in  the 
heart  appears  to  be  as  follows:  Mitochondrial  swelling; 
increased  mitochondrial  lipid  inclusions;  degenerating 
mitochondrial  cristae;  intramyocardial  accumulation  of 
lipids;  swelling  and  degeneration  of  the  sarcoplasmic 
reticulum;  changes  in  the  myocytes  with  loss  of  cross- 
striation,  pyknotic  nuclei,  vacuolization,  and  hydropic 
and  fatty  and  hyaline  degeneration;  areas  of  degenera- 
tion, fibrosis  and  endocardial  thickening. 

The  morphologic  and  structural  changes  that  occur  in 
the  myocardium  secondary  to  the  heavy  use  of  alcohol 
have  been  shown  to  have  functional  effects.  Studies 
done  on  alcoholic  patients  with  and  without  known 
heart  disease  generally  indicate  that  alcohol  is  a 
myocardial  depressant  that  reduces  contractility.  This 
effect  is  more  significant  if  clinical  heart  disease  is 
present. 

Coronary  Artery  Disease.  The  long  held  popular  idea 
that  alcohol  use  reduces  the  risk  of  coronary  artery 
disease  persists,  and  there  is  some  evidence  to  support 
this  thesis  if  one  is  only  considering  the  major  coronary 


arteries.  The  rationale  for  the  possible  benefit  of  al- 
cohol in  preventing  coronary  artery  disease  rests  in  the 
elevation  of  the  high  density  lipoproteins.  However, 
when  one  considers  the  other  risk  factors  such  as  in- 
creased levels  of  triglyceride  and  hypertension  which 
are  frequently  associated  with  heavy  alcohol  use,  there 
is  serious  question  about  the  benefit-risk  factor  of  al- 
cohol in  preventing  coronary  artery  disease. 

Stephen  M.  Factor,  MD,  in  "Intramyocardial  Small- 
vessel  Disease  in  Chronic  Alcoholism"  presents  an 
interesting  and  attractive  postulate  as  to  the 
pathogenesis  of  alcoholic  heart  disease  specifically  call- 
ing attention  to  small  coronary  arteries.^  The  study 
included  a relatively  young  group  of  patients  suffering 
from  chronic  alcoholism.  This  group  had  no  known 
cardiomyopathy  or  large  coronary  artery  disease,  this 
study  suggests  that  the  development  of  alcoholic  heart 
disease  involves  pathology  in  the  intramyocardial  small 
coronary  arteries.  Five  basic  vascular  abnormalities  in 
the  intramyocardial  small  coronary  arteries  are  as  fol- 
lows: vascular  wall  edema,  perivascular  fibrosis, 
vascular  sclerosis,  sub-endothelial  humps,  and  vascular 
wall  inflammation. 

It  is  suggested  that  primary  endothelial  damage  is  the 
common  pathogenic  mechanism  for  all  these  changes. 
These  changes  in  turn  result  in  ischemia  which,  is  severe 
and  prolonged  enough,  would  lead  to  the  clinical 
manifestations  of  alcoholic  cardiomyopathy.  Possible 
etiologic  considerations  in  the  development  of  the  in- 
tramyocardial small  vessel  disease  include  a direct  toxic 
effect  of  ethanol  and/or  acetaldehyde  and  alcohol-re- 
lated direct  effects  such  as  depletion  of  myocardial 
catecholamines  and  cardiac  magnesium  depletion.  It 
should  be  noted  that  there  may  be  extensive  in- 
tramyocardial small  vessel  disease  associated  with 
heavy  drinking  even  in  the  absence  of  large  vessel  dis- 
ease. Safe  levels  of  alcohol  ingestion  have  not  been 
established  in  regard  to  cardiotoxicity  of  the  drug,  how- 
ever, it  has  been  estimated  80g  of  ethanol  a day  or 
approximately  s\x  standard  drinks  over  a period  of 
several  years  may  be  required  to  produce  a clinically 
apparent  cardiomyopathy. 

M.  G.  Marmot  in  his  article  "Alcohol  and  Coronary 
Artery  Disease"  comes  to  an  interesting  conclusion.^ 
"The  role  of  moderate  drinking  in  protecting  against 
coronary  heart  disease  is  not  certain  and  leads  this 
author  to  agree  with  the  conclusions  of  the  recent  WHO 
Expert  Committee  on  prevention  of  coronary  heart 
disease.  Increased  alcohol  intake  is  not  recommended 
as  a preventative  measure  in  coronary  heart  disease 
either  in  populations  or  in  individuals." 

Arrhythmias.  Cardiac  currhythmias  may  occur  with 
the  use  or  abuse  of  alcohol  in  individuals  with  normal 
hearts.  If  some  underlying  heart  disease  is  present. 
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these  irregularities  occur  more  frequently.  The  di.stur- 
bance  most  often  encountered  arc:  Auricular 
tachycardia,  fibrillation  and  ectopic  beats;  and 
ventricular  ectopic  beats  and  sinus  tachycardia. 

Finally,  it  should  be  noted  that  the  large  majority  of 
people  who  drink  excessively  smoke  cigarettes.  This 
fact  makes  the  study  of  the  effects  of  alcohol  alone  on 
the  heart  difficult,  at  best.  Added  to  that  is  the  unpre- 
dictable lifestyle  that  accompanies  heavy  alcohol  use 
and  its  potential  effect  on  the  heart. 

COCAINE 

The  recreational  use  of  cocaine  in  the  United  States 
has  reached  epidemic  proportions.  It  is  estimated  that 
20  million  have  used  cocaine  and  5 million  use  it  regular- 
ly- 

Cocaine  is  extracted  from  the  leaves  of  the 
Erythroxylon  coea  plant  in  South  America  and  has  been 
used  by  local  natives  for  increasing  endurance  and  a 
sense  of  well  being.  Cocaine  is  an  ester  of  benzoic  acid 
and  similar  in  structure  to  local  anesthetics.  It  was  first 
used  for  medicinal  purposes  in  1884  as  a local  asthetic. 
The  substance  is  prepared  by  dissolving  the  alkaloid  in 
hydrochloric  acid  to  form  a water  soluble  salt  (Cocaine 
HCL).  The  cocaine  alkaloid  (free  base)  is  soluble  in 
acetone  and  cilcohol.  It  vaporizes  at  high  temperatures 
producing  a popping  sound  when  heated  (crack). 
Cocaine  is  absorbed  from  all  mucous  membranes  of  the 
body  or  may  be  smoked,  inhaled  or  injected  in- 
travenously, intramuseularly  or  subcutaneously. 

Cardiovascular  Complications 

Cocaine  is  a sympathomimetic  drug  which  sensitizes 
tissue  to  catecholamines  in  part  by  the  inhibition  of 
catecholamines  re-uptake  at  nerve  terminals.  Many  of 
the  cardiovascular  effects  of  cocaine  can  be  explained 
by  acute  elevations  of  catecholamines  at  the  neural 
synopes  causing  vasoconstriction,  tachycardia,  in- 
creased arterial  pressure,  increased  oxygen 
consumption  and  a predisposition  to  ventricular  ar- 
rhythmias. 

Infarction.  The  etiology  of  cocaine  induced  infarc- 
tion likely  fall  into  one  of  three  categories  according  to 
a paper,  "Cocaine-induced  Coronary  Artery  Disease" 
by  Frishman,  Karpenos  and  Mallory,  MD:  Increased 
thrombogenicity  (in  situ  thrombosis);  coronary  artery 
vasospasm;  and  sudden  increase  in  myocardial  oxygen 
demand  with  marked  increments  in  heart  rate  and 
blood  pressure.^ 

Sudden  death  is  certainly  the  most  dramatic  of 
cocaines  effects  and  the  incidence  continues  to  rise.  In 
San  Francisco,  one  new  case  a week  is  seen  by  the 
medical  examiner.  It  is  estimated  that  approximately 
800  people  die  each  year  of  cocaine  use.  A 
phenomenon  known  as  contraction  band  necrosis  oc- 


curs in  cocaine  users,  and  it  is  suspected  that  this  plus 
patchy  myocardial  fibrosis  may  supply  the  anatomic 
abnormality  necessary  to  produce  a lethal  arrhythmia 
even  in  the  ab.scncc  of  coronary  artery  disease. 

Cardiomyopathy.  Though  this  phenomena  is  un- 
proven, it  is  suspected  that  cocaine  toxicity  may  be  the 
cause.  Contraction  band  necrosis  heals  with  scarring 
and  fibrosis  that  might  eventually  result  in  a car- 
diomyopathy. 

Myocarditis.  This  is  thought  to  be  related  to  a hyper- 
sensitivity reaction  but  as  yet  is  not  proven.  It  could  as 
well  be  related  to  an  adjunct  drug  used  with  cocaine. 

Endocarditis.  There  is  great  uncertainty  as  to 
whether  cocaine  is  responsible  for  this  pathologic  find- 
ing or  if  it  might  be  related  to  the  extreme  elevation  of 
the  catecholamines  found  with  cocaine. 

Rupture  of  the  Aorta.  Report  of  this  occurrence  has 
been  noted.  It  happened  in  a 45-year  old  man  with 
hypertension  and  was  thought  to  related  to  extreme 
blood  pressure  elevation. 

TOBACCO 

Cigarette  smoking  is  the  most  important  preventable 
cause  of  premature  death  in  the  United  States.  It  ac- 
counts for  approximately  350,000  of  the  2 million  annual 
deaths.  The  Surgeon  General’s  report  of  1964  indicates 
that  the  life  expectancy  of  the  smoker  is  5-8  years  less 
than  the  nonsmoker.  The  report  also  informs  us  that 
smokers  have  70%  more  coronary  artery  disease  mor- 
tality than  their  nonsmoking  counterparts.^ 

It  should  also  be  noted  that  adverse  cardiovascular 
effects  of  cigarette  smoking  generally  demonstrates  a 
dose  relationship  in  the  sense  that  the  risk  is  greater  with 
increased  duration  of  smoking,  quantity  of  cigarettes 
smoked  and  the  depth  of  inhalation  of  smoke.  An 
article  from  CHEST,  September,  1988,  also  states  that 
consumption  of  low-tar,  low-nicotine  cigarettes  does 
not  substantially  modify  the  cardiovascular  risk.^  In  a 
1984  Special  Report  in  CIRCULATION,  it  is  noted  that 
smokers  experience  70%  greater  coronary  heart  dis- 
ease mortality  than  nonsmokers  and  among  heavy 
smokers  this  figure  increases  to  200%.^  This  excess 
mortality  is  due  to  both  myocardial  infarction  and  sud- 
den cardiac  death.  About  half  of  coronary  heart  disease 
deaths  are  sudden  and  cigarette  smokers  have  almost 
threefold  greater  risk  for  sudden  cardiac  death  than 
nonsmokers.  The  evidence  linking  cigarette  smoking  to 
increased  risk  of  myocardial  infarction  and  death  is 
incontrovertible  but  the  exact  mechanism  by  which  this 
occurs  is  still  uncertain. 

The  likely  mechanisms  responsible  for  either  an  acute 
infarction  or  sudden  cardiac  death  include: 
Atherosclerosis,  vasomotor  tone,  platelet  aggregation, 
and  intra-luminal  thrombosis.  Atherosclerosis  is  con- 
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sidered  a "fixed  component",  and  the  other  three  the 
"dynamic  component".  Smoking  may  thus  contribute  to 
increased  coronary  artery  disease  morbidity  and  mor- 
tality by  directly  or  indirectly  influencing  the 
atherosclerotic  lesion  per  se  or  by  promoting  coronary 
occlusive  phenomena  through  an  interaction  with  the 
dynamic  factors  previously  listed. 

Atherosclerosis.  Of  four  large  studies  each  with  1000 
or  more  subjects;  three  have  found  a positive  associa- 
tion between  smoking  and  the  degree  of  advance 
coronary  atherosclerosis  while  one  study  failed  to  find 
this  relationship.*^  However,  it  must  be  stated  that  it 
appears  that  there  is  a disproportionately  stronger  risk 
of  sudden  death  and  acute  myocardial  infarction  as- 
sociated with  smoking  than  can  be  accounted  for  by  the 
now  known  relationship  between  smoking  and 
atherosclerosis. 

It  has  been  suggested  that  the  increased  risk  of  death 
and  myocardial  infarction  found  in  smokers  is  unlikely 
to  be  due  to  a major  influence  of  smoking  on  the 
coronary  arteries  per  se.*^  It  appears  then  that  oc- 
clusive episodes  such  as  coronary  vasomotion,  platelet 
aggregation  and  coronary  thrombosis  are  major  factors 
in  deaths  and  myocardial  infarction.  This  paper  will  not 
attempt  to  elaborate  on  all  of  these  factors,  however, 
certain  observations  can  be  made: 

1.  Smoking  leads  to  vaso-constriction  of  epicar- 
dial  and  small  coronary  arteries. 

2.  Smoking  leads  to  a reduction  in  coronary  flow 
reserve. 

3.  Cigarette  smoking  leads  to  platelet  aggrega- 
tion, increased  platelet  adhesiveness, 
shortened  platelet  survival,  increased 
fibrinogen  levels,  decreased  clotting  time,  in- 
creased blood  viscosity  and  increased 
hematocrit  - these  effects  favor  thrombosis. 

4.  Smoking  related  pulmonary  dysfunction  may 
produce  arterial  hypoxia  that  leads  to  further 
tissue  hypoxia. 

5.  Electrieal  instability  of  the  myocardium  may 
explain  the  increased  risk  for  sudden  death 
experienced  by  cigarette  smokers  eompared  to 
nonsmokers. 

Conclusions 

1.  Smoking  is  clearly  related  to  an  increased  risk 
of  myocardial  infarction  and  sudden  death. 

2.  Adverse  effects  are  more  likely  related  to  vaso- 
occlusive  factors  such  as  platelet  aggregation, 
vasomotor  reactivity  and  prothrombotic  state 
rather  than  coronary  atherosclerosis. 


3.  Cardiovascular  risk  is  substantially  reduced 
among  those  who  quit  smoking. 

MARIJUANA 

There  is  a paucity  of  literature  on  this  topic.  The 
frequent  use  of  this  product  in  the  United  States  makes 
the  need  for  more  study  obvious.  These  facts  are 
presently  known:*^ 

1.  Cannabis  depresses  cardiac  contractability  of 
the  myocardium. 

2.  Increased  heart  rate  occurs  with  its  use  in  man. 

3.  Large  doses  of  cannabis  produces  hypotension 
in  man. 

4.  Long  term  use  produces  both  bradycardia  and 
hypotension. 

5.  Minimal  EKG  changes  do  occur  during 
marijuana  use  but  do  not  persist. 

AMPHETAMINES 

A brief  comment  about  this  drug  is  justified  because 
of  its  common  use  in  the  United  States.  Known  facts: 

1.  Amphetamine  is  a sympathomimetic  drug 
which  acts  by  releasing  noradrenalines  from 
sympathetic  nerve  endings. 

2.  Catecholamines  can  cause  myocardial  damage 
by  increasing  myocardial  oxygen  demand  or  by 
causing  platelet  aggregation. 

3.  It  is  now  recognized  that  myocardial  infarction 
may  occur  in  patients  with  normal  coronary 
arteries.  The  mechanism  is  uncertain  but  lysis 
of  thrombus  or  coronary  artery  spasm  is  the 
most  likely  cause. 

4.  Congestive  cardiomyopathy  has  been  reported 
with  amphetamine  use.  In  these  cases, 
coronary  arteries  were  normal.  (BRITISH 
MEDICAL  JOURNAL,  June,  1987). 

CONCLUSIONS 

In  conclusion,  four  major  points  warrant  emphasis: 

1.  Multiple  chemicals  are  being  used  in  our 
society  which  have  the  potential  for  acute  or 
chronic  damage  to  the  heart. 

2.  While  addiction  and  chemical  dependency  are 
frequently  noted  when  serious  damage  to  the 
heart  is  detected,  these  factors  may  not  be 
present  and  still  significant  pathology  can 
occur. 
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3.  As  with  so  many  illnesses,  the  best  treatment  is 
prevention. 

4.  Treatment  of  chemical  dependency  should  be 
sought  and  instituted  as  it  would  with  any 
chronic  illness. 
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Eresident’s  Page 


About  Our  New  President 

Richard  I.  porter,  MD  was  bom  Septem- 
ber 12,  1936,  in  Mitchell,  South  Dakota, 
graduating  from  Notre  Dame  High  School  in  Mitchell 
in  1954.  He  attended  Dakota  Wesleyan  University  in 
Mitchell,  receiving  his  Bachelor’s  degree  in  1959.  He 
attended  the  University  of  South  Dakota  School  of 
Medicine  from  1959  to  1961,  reeeiving  his  Doctor  of 
Medicine  degree  from  Washington  University  School  of 
Medicine,  St  Louis,  Missouri,  in  1963. 

He  did  his  internship  from  1963  to  1964  at  Ancker 
Hospital  (Ramsey  County)  in  St.  Paul,  Minnesota,  com- 
pleting his  residency  program  at  Sacred  Heart  Hospital 
in  Yankton,  South  Dakota.  He  has  been  in  practice  in 
Yankton  for  the  past  25  years,  initially  with  the  Yankton 
Clinic  and  since  1981  with  the  Yankton  Medical  Clinic, 
PC  when  the  Yankton  Clinic  and  Medical  Clinic 
merged. 

Dr  Porter  has  been  an  instructor  for  the  University  of 
South  Dakota  School  of  Medicine  since  1965,  also  serv- 
ing as  advisor  to  junior  and  senior  medical  students.  In 
1971,  he  served  as  president  of  the  District  8 Medical 
Society.  In  1979,  he  became  a certified  member  of  the 
American  Academy  of  Family  Practice. 

He  has  received  numerous  honors  and  awards 
throughout  his  years  of  medical  and  military  service. 
Included  among  these  are:  National  Defense  Service 
Ribbon,  Viet  Nam  Service  Ribbon,  Combat  Medical 
Badge,  Vietnamese  Overseas  Medal,  Army  Commen- 
dation Medal  with  the  "V"  Device  for  Valor  on  two 
occasions,  Vietnamese  Gallantry  Cross  with  Silver  Star, 
Bronze  Star,  Air  Medal  with  "V"  Device  for  Valor, 
Parachutist  Badge,  Soldier’s  Medal,  South  Dakota  Dis- 
tinguished Service  Medal  on  two  occasions,  US  Army 
Distinguished  Service  Medal,  and  during  his  tour  in 
Saudi  Arabia  has  now  been  recommended  to  be  the 
recipient  of  the  Bronze  Star  onee  again. 

Dr  Porter  has  been  a member  of  the  South  Dakota 
National  Guard  for  the  past  25  years.  At  this  writing,  he 
is  serving  as  Commander  of  the  730th  Medical  Com- 
pany in  Operation  Desert  Storm.  In  1967  and  1968,  he 
served  as  Battalion  Surgeon  with  the  2nd/327th,  1st 
Brigade  101st  Airborne  Division  in  the  Republic  of  Viet 
Nam.  Most  recently,  Dr  Porter  has  served  as  the  South 
Dakota  National  Guard  surgeon  with  the  Headquarters 
Company  in  Rapid  City,  duties  he  will  resume  upon  his 
return  from  Saudi  Arabia. 

He  and  his  wife,  Marlys,  have  been  married  29  years. 
They  are  the  parents  of  two  daughters;  Valerie  is  an  RN 


working  at  the  Desert  Hospital  in  Palm  Springs,  Califor- 
nia and  Jodi  is  a special  education  teacher  at  Laura  B. 
Anderson  School  in  Sioux  Falls,  South  Dakota. 

Dr  Porter  is  an  active  member  of  the  South  Dakota 
National  Guard,  the  South  Dakota  State  Medical  As- 
sociation, American  Medical  Association  and  is  a 
member  of  the  South  Dakota  State  Board  of  Medical 
and  Osteopathic  Examiners  and  also  a member  of  the 
SoDaPAC  Board.  His  hobbies  include  photography 
and  reading.  # 


Infectious  Disease  Update 
In  Clinical  Practice 

Holiday  Inn  Rushmore  Plaza 
Rapid  City,  South  Dakota 
January  23-24, 1992 

Third  Annual  Conference  Sponsored  By: 
Department  of  Internal  Medicine 
University  of  South  Dakota 
School  of  Medicine 
and 

Rapid  City  Regional  Hospital 

Nurses,  hospital  epidemiologists,  pharmacists 
and  all  students  are  encouraged  to  attend 

Contact: 

Brian  T.  Hurley,  MD 
Department  of  Internal  Medicine 
USD  School  of  Medicine 
PO  Box  5046 

Sioux  Falls,  SD  57117-5046 
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Richard  I.  Porter,  MD,  President,  South  Dakota  State 
Medical  Association 


Having  just  returned  from  the  Desert,  I thought  I had 
an  understanding  of  what  the  word  trepidation  means  — 
WRONG  — it  is  felt  acutely  as  we  embark  upon  this 
year’s  journey  as  your  president!  To  be  privileged  to  do 
so  is  an  understatement!  The  responsibilities  of  the 
office  are  awesome,  but  with  your  help  (and  Tm  going 
to  need  a lot  of  it!)  we  hope  the  year  before  us  will  be 
both  productive  and  gratifying  to  all. 

As  physicians  we  become  (through  seemingly  endless 
repetitions)  accustomed  to  stark  contrasts  in  our  emo- 
tional dealings  with  the  realities  of  medicine.  However, 
the  recent  death  of  Doctor  Durward  "Woody"  Lang 
found  our  well  honed  defenses  lacking  as  we  felt  the 


penetrating  anguish  that  only  the  loss  of  a true  friend 
can  bring. 

For  those  of  us  whose  lives  he  touched  (and  that  must 
include  most  if  not  all  of  the  readership)  that  feeling  of 
bitter  anguish  has  been  gradually  replaced  by  an  under- 
current of  celebration,  if  you  will,  for  his  unflagging 
devotion  to  the  basic  tenants  of  medicine  continue  to 
remind  each  of  us  of  our  own  obligation.  His  strength 
and  courage  will  always  remain  inspirational.  His  un- 
dying hope  renews  our  faith  in  life.  Looking  back  it 
comes  as  no  surprise  to  us,  that  when  we  stopped  by  to 
comfort  him,  we  came  away  comforted!  # 
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We  Know  The  Territory 


We  know  and  work  with  physicians  and  their  clinics  from 
every  corner  of  the  state.  When  you  have  a question  and 
need  an  answer,  please  count  on  us. 

* Kevin  Loge  * Mike  Dooley 

1 - 800  - 952  - 1976 


South  Dakota  Blue  Shield 


® Registered  Service  Mark  of  the  Biue  Cross  and  Blue  Shield  Association 
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Editdrial 


The  1988  Bethesda  System  for  Cervi- 
cal Vaginal  Cytology:  Pros  and  Cons 

John  F.  Barlow,  MD,  Editor 

In  order  to  understand  the  eontroversies  occurring 
in  reporting  results  for  Cervical  Vaginal  Cytology 
(CVC)  made  by  Cytologists  or  Cytopathologists 
(C/CP),  one  must  try  to  comprehend  the  nomenclature. 
The  histopathologic  terms  used  to  describe  the  poten- 
tial precursors  and  early  invasive  lesions  of  squamous 
cell  neoplasia  of  the  cervix  have  traditionally  been  mild, 
moderate  and  severe  dysplasia,  carcinoma  in-situ  and 
finally  microinvasive  carcinoma.  The  implication  is  a 
progression  in  severity  and  increasing  likelihood  to 
proceed  to  the  last  term,  microinvasive  carcinoma,  a 
true  malignancy  capable  of  metastasis.  It  must  be  real- 
ized that  any  dysplasia  may  not  progress  and  that 
carcinoma  in-situ  (CIS)  does  not  always  progress  to 
invasive  cancer.  Dysplasia  or  carcinoma  in-situ  may 
regress.  Microinvasion  may  also  take  place  beneath 
epithelium  showing  dysplasia  rather  than  carcinoma 
in-situ.  Because  the  differences  between  these  lesions 
is  not  clear  cut,  confusion  often  arose  when  one 
pathologist  called  a lesion  carcinoma  in-situ  and 
another  marked  dysplasia.  The  former  term  connoting 
malignancy  and  the  latter  a precursor  or  malignancy. 
Since  there  was  no  real  clinical  difference  and  since 
both  could  be  precursors  of  malignancy  and  neither  is 
capable  of  metastasis,  a new  terminology  developed 
employing  the  name,  cervical  intraepithelial  carcinoma 
or  CIN.  CIN  I,  II,  III  are  more  or  less  synonymous  with 
mild,  moderate  and  marked  dysplasia  but  CIN  III  incor- 
porates carcinoma  in-situ. 

C/CP  have  traditionally  used  the  Papanicolaou  Class- 
es for  description  of  cytology  smears  with  various 
modifications  e.g.  Class  I - negative.  Class  II  - abnormal 
but  not  malignant.  Class  III  - suspicious  for  malignancy 
and  Class  IV  and/or  Class  V for  a high  probability  of 
malignancy.  Since  these  Classes  did  not  correlate  with 
the  CIN  - dysplasia  histopathologic  classifications,  it  has 
been  advocated  that  a descriptive  cytologic  diagnosis 
such  as  "cell  changes  consistent  with  moderate 
dysplasia"  replace  or  accompany  class  on  a report.  This 
is  difficult  since  there  is  no  definite  correlation  between 
class  and  histopathologic  nomenclature.  What  is  more, 
the  cytologic  class  or  its  description  and  the  pathologic 
interpretation  using  dysplasia-CIN  are  not  always 
reproducible  between  different  pathologists  or  even  the 


same  pathologist  at  a different  time.  There  has  been  no 
definite  uniformly  accepted  nomenclature  in  cytology 
classes  which  have  no  counterpart  in  either  the 
dysplasia  or  CIN  histopathologic  systems. 

With  the  new  Clinical  Laboratory  Improvement  Act 
of  1988,  a new  cytology  reporting  nomenclature,  the 
Bethesda  system  developed  in  December  1988  at  a 
National  Cancer  Institute  Workshop  has  been  man- 
dated. In  the  introduction  to  the  new  system  it  states 
that  the  Class  reporting  system  is  not  acceptable  and 
introduces  an  entirely  new  nomenclature  although 
description  using  dysplasia-CIN  nomenclature  may  ac- 
company the  new  terminology.  There  are  now  only  two 
major  cytologic  abnormalities  in  squamous  epithelium- 
low  grade  and  high  grade  squamous  intra-epithelial 
lesion  or  SIL  in  the  Bethesda  system.  There  is  al- 
lowance for  "atypical  squamous  cells  of  undetermined 
significance"  suggesting  the  C/CP  does  not  know 
whether  reactive  or  mild  true  neoplastic  changes  are 
present.  This,  of  course,  may  be  what  some  meant  by 
Class  II  of  the  old  terminology  but  it  is  hard  to  say. 

The  attempt  to  impose  a uniform  system  of  reporting 
is  laudable  but  a two  tiered  system  cannot  be  exactly 
correlated  with  a three  (CIN)  or  four  (dysplasia-CIS) 
tiered  system  used  in  histopathology.  Low  grade  SIL  is 
to  encompass  CIN  I or  mild  dysplasia  and  high  SIL  CIN 
II,  CIN  III  or  moderate,  marked  dysplasia  and  CIS. 
Invasive  squamous  carcinoma  is  separate  and  this  can 
be  predicted  by  cytologic  changes  but  not  infallibly. 
Therefore,  the  Bethesda  system  does  not  correlate  with 
histopathologic  classifications  any  better  than  the  pap 
classes. 

Since  the  discovery  that  certain  types  of  human  papil- 
loma virus  (HPV)  have  been  associated  with  benign 
condylomas  of  the  genital  tract  including  the  cervix  and 
other  types  of  HPV  have  been  associated  with  precur- 
sors of  the  malignancy  of  the  cervix  (dysplasia-CIN)  and 
since  cellular  alterations  caused  by  this  infection  can  be 
recognized  on  cytology  and  histopathology  as 
koilocytotic  change,  there  has  been  a renewed  interest 
in  the  role  of  HPV  is  the  genesis  of  cervieal  malignancy. 
Changes  consistent  with  HPV  are  included  in  low  grade 
SIL  in  the  Bethesda  system.  This  inelusion  has  been 
critieized  beeause  all  HPV  causing  koilocytotic  changes 
are  not  associated  with  precursors  of  malignancy. 

I doubt  that  the  conversion  to  the  new  system  will  be 
easy.  The  class  designation  in  reporting  pap  smears  has 
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drawbacks  but  many  clinicians  feel  comfortable  with  the 
system.  Certainly  it  would  seem  that  if  there  is  to  be 
eomplete  conversion  to  the  Bethesda  system,  a descrip- 
tive term  using  the  time  honored  dysplasia  or  CIN 
terminology  for  a period  of  time  be  used  to  allow  the 
clinieian  to  adapt  to  the  Bethesda  system. 


REFERENCES 

1.  The  1988  Bethesda  system  for  reporting  cervical/vaginal  cytology: 
JAMA  1989;262(7):931-934. 

2.  The  Bethesda  system  for  ceivical/vaginal  cytology  diagnoses:  A 
note  of  caution.  OBGYN  1990;76(3); 
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\ V 


Mollie  O.  Krafka,  President,  South  Dakota  State 
Medical  Association  Auxiliary 


Here  I am  at  another  beginning.  Since  this  is  a 
beginning,  I should  tell  you  how  I got  to  this 
place  in  my  life  and  give  you  some  idea  of  what  these 
letters;  this  sharing  will  be  about.  First,  let  me  introduce 
myself.  The  woman  in  the  photograph  is  me.  No  doubt 
you  guessed  that.  My  name  is  Mollie  O.  Krafka.  Mollie 
O.  is  my  first  name.  Krafka  is  my  last  name.  There  has 
been  some  confusion  about  that  in  the  past. 

I have  been  active  in  the  SDSMAA  on  both  the  district 
level  and  the  state  level  as  long  as  we  have  lived  in  Rapid 
City.  That  is  nearly  15  years.  Why?  It  is,  quite  simply, 
because  of  the  people  I have  encountered  in  auxiliary. 
The  people  in  auxiliary  are  exceptional,  and  I would  not 
have  had  the  opportunity  to  get  to  know  and  work  with 
them  were  it  not  for  my  membership. 

I have  done  many  jobs  at  the  state  and  district  levels. 
No  one  has  asked  me  to  be  the  treasurer.  Many  of  you 
know  why.  The  rest  of  you  can  thank  your  lucky  stars 
that  I have  never  been  in  charge  of  the  checkbook. 
Doing  the  assortment  of  jobs  that  I have  been  charged 
with  doing,  I have  learned  much.  I still  have  much  to 
learn,  but  I do  have  a clear  picture  of  auxiliary’s  place 
on  the  team  of  people  who  are  devoted  to  healthcare; 


the  physician  treating  the  illnesses  and  guarding  the 
health  of  individuals  and  we  spouses  seeking  to  affect 
the  health  of  society  at  large  on  behalf  of  and  in  concert 
with  those  physicians. 

It  is  an  honor  to  join  with  the  dynamic  spouses  of 
physicians  in  our  state  and  nation  to  work  to  realize 
goals  that  will  make  the  future  brighter  and  healthier  for 
all  people;  young,  old  and  in  between.  It  is  exciting  to 
wear  the  pin  which  represents  years  of  auxiliary  and  the 
wonderful  people  who  have  been  leaders  of  the  "Oldest 
Continuous  Medical  Association  Auxiliary  in  the 
United  States"!  So. ..Begin  the  beguine! 

In  addition  to  these  letters,  I plan  to  share  things  like 
the  following: 

Consider  this. .."Minds  are  like  parachutes:  They  only 
function  when  open."  Lord  Thomas  Robert  Dewar 

Just  so  you  will  know.. .Thirty-eight  percent  of  all 
Americans  say  they  clean  their  belly  buttons  every  day! 
Do  you? 

Ecologically  speaking.. ."Nobody  made  a greater  mis- 
take than  he  who  did  nothing  because  he  could  only  do 
little."  Edmunde  Burke 

For  instance,  if  the  people  in  just  25%  of  American 
homes  took  just  ten  fewer  plastic  bags  each  month,  we’d 
save  more  than  2.5  billion  bags  a year.  Bring  your  own. 


# 
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South  Dakota 
Founck^tion  for 
medicol  Core 


SDFMC  QUALITY  OF  CARE  UPDATE 

The  quality  of  care  provided  to  patients  is  the  PRO’S  primary  concern.  All  cases 
reviewed  by  SDFMC  must  meet  medically  recognized  standards  of  care  or  the  PRO  is 
required  to  take  corrective  action  according  to  the  severity  of  the  confirmed  problem. 

The  outcome  of  the  quality  review  is  not  fault  finding  or  punitive  but  rather  is  intended 
to  be  educational,  resulting  in  improved  patient  care. 

Through  the  quality  of  care  monitoring  system,  SDFMC  has  identified  areas  where 
confirmed  problems  frequently  occur.  By  sharing  this  information,  SDFMC  hopes  to 
encourage  physicians  and  hospitals  to  make  any  necessary  changes  aimed  at  improving 
patient  care. 

SDFMC’S  LISTING  OF  MORE  FREQUENTLY  FOUND 
QUALITY  OF  CARE  PROBLEMS 

* Medical  record  contains  unaddressed  abnormal  laboratory  and  x-ray  findings 
(e.g.,  abnormal  blood  sugar,  urinalysis,  electrolytes,  hemoglobin/hematocrit). 

* Medical  records  from  ambulatory  surgical  center  (same  day  surgery)  lacking 
preoperative  vital  signs. 

* Utilizing  blood  oximetry  only,  when  blood  gas  reports  are  necessary. 

* Miscommunication  between  multi-health  care  providers. 

* Incorrectly  prepared  progress  notes,  surgical  notes,  history  and  physical,  and  dis- 
charge summary. 

* Failure  to  evaluate  secondary  conditions  such  as  hypotension  and  persistent  GI 
problems. 

* Medical  records  lack  evidence  that  presurgical  consultations  were  obtained  and 
documented  prior  to  surgery. 
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This  Is  Your  Medical Assoaation 


Durward  M.  "Woody"  Lang,  MI),  57,  of  Sioux  Falls, 
died  May  11,  in  the  University  Hospital,  Minneapolis. 
Dr  Lang  was  born  June  29,  1933,  on  a farm  near 
Alpena.  He  graduated  from  Huron  High  School  in 
1951  and  from  Huron  College  in  1959.  After  serving 
in  the  US  Army  from  1954  to  1956,  he  attended  the 
University  of  South  Dakota  Medical  School,  graduat- 
ing in  1960,  and  received  his  medical  degree  from  the 
University  of  Texas  Southwestern,  Dallas,  in  1962. 
He  completed  a one-year  internship  at  the  Hennepin 
County  Hospital  in  Minneapolis,  a four-year  pathol- 
ogy residency  at  the  University  of  Colorado  in  Den- 
ver, and  an  internal  medicine  residency  in  Sioux  Falls 
and  an  allergy  fellowship  at  Creighton  University, 
Omaha  for  two  years.  He  practiced  pathology  at 
Sioux  Valley  Hospital  from  1967  to  1981.  He  prac- 
ticed allergy  in  Sioux  Falls  since  1985. 

He  married  Helen  Fairbank  in  1957.  He  married 
Suzanne  Knippling  in  1983. 

He  was  active  in  the  South  Dakota  State  Medical 
Association  (SDSMA),  serving  as  president  in  1982 
to  1983;  a member  of  the  SDSMA  Council  from  1976 
to  1979;  a member  of  the  SoDaPAC  Board  of  Direc- 
tors from  1981  to  1982;  and  the  South  Dakota 
Delegate  to  the  AMA  at  the  time  of  his  death.  He 
was  president  of  the  South  Dakota  Pathology  Society 
from  1972  to  1978.  He  was  a Fellow  of  the  American 
Society  of  Clinical  Pathologists  and  the  Society  of 
Nuclear  Medicine;  a member  of  the  American 
Society  of  Internal  Medicine;  and  the  American 
Academy  of  Allergy  and  Immunology.  He  was  a 
member  of  the  Sioux  Valley  Hospital  staff  from  1967 
to  present  and  a member  of  the  American  Hospital 
Association  Council  on  Medical  Service  from  1979  to 
1981.  He  was  a USD  Medical  School  chronical  as- 
sociate professor  of  pathology  from  1967  to  1981.  He 
served  on  the  DAKOTACARE  board  of  directors 
from  1986  to  1990.  He  also  was  a member  of  the  El 
Riad  Shrine,  Unity  Lodge  130,  the  Scottish  Rite 
Bodies  of  Sioux  Falls,  and  Our  Savior’s  Lutheran 
Church. 

Survivors  include  his  wife;  six  children:  Dorinda 
Svenson,  Mesa,  Ariz.;  Duard,  Sioux  Falls;  and 
Stephanie,  David,  Michael  and  Nicole,  all  at  home; 
two  grandchildren;  his  mother,  Erna  Hlavacek,  Bis- 
marck, ND;  two  sisters:  Verna  Wirtz,  Bismarck,  ND, 
and  Carol  Demlo,  Alamosa,  CA;  two  brothers:  Dale, 
Coeur  d’Alene,  Idaho,  and  Lester,  Mendham,  NJ. 


Among  the  South  Dakota  family  practice  physicians 
who  have  completed  continuing  education 
requirements  to  retain  active  membership  in  the 
American  Academy  of  Family  Physicians  (AAFP)  are: 
Juson  R.  Ostby,  Watertown;  Herbert  A.  Saloum, 
Tyndall;  John  A.  Malm,  Gregory;  Daniel  J.  Heinemann, 
Canton;  Lorraine  L.  Hazard,  Elk  Point;  Noel  Cbicoine, 
Pierre;  Barbara  R.  Fetters,  Hot  Springs;  and  Peters  E. 
Lakstigala,  Sioux  Falls. 

An  Open  House  was  held  in  honor  of  Dr  Earl  G.  Nelson, 
Viborg,  for  his  22  years  of  service  as  a physician  in  that 
area.  He  was  also  a long  time  board  member  of  Pioneer 
Memorial  Hospital  and  helped  develop  Pioneer 
Memorial  into  its  current  level  of  services.  Dr  Nelson 
has  begun  working  as  a full  time  emergency  room 
physician  at  Prairie  Lakes  Hospital  in  Watertown. 

Robert  E.  Van  Deniark,  Sr,  MD,  an  orthopedic  surgeon 
in  Sioux  Falls,  attended  the  April  session  of  the 
Southwestern  Orthopaedic  Surgery  Review  in  Dallas, 
Texas. 

^ 

Dr  Samir  Abu-GIiazaleh,  a Sioux  Falls 
obstetrician/gynecologist,  was  the  featured  speaker  at 
the  South  Dakota  Future  Society’s  spring  meeting  in 
Sioux  Falls.  Dr  Abu-Ghazaleh,  who  was  born  in 
Palestine  and  educated  in  Jordan  and  Egypt,  focused 
his  presentation  on  the  history  of  the  gulf  area,  ethnic 
groups,  social  customs,  and  the  role  of  the  Islamic 
religion  in  government  and  daily  life. 

sf:  :fc  ^ :jc 

Loren  Amundson,  MD,  Sioux  Falls,  was  honored  at  the 
16th  Annual  Policy  & Issues  Forum  of  the  National 
Association  of  Community  Health  Centers,  held  in 
Washington,  DC.  The  Dakota  Association  of 
Community  Health  Centers  sponsored  a dinner  at  that 
meeting  in  tribute  to  Dr  Amundson,  a long  time  family 
practice  physician  in  Sioux  Falls.  # 


Correction:  In  a news  item  published  in  the  April 
1991  issue  of  this  Journal,  Dr  Karl  Kosse’s  name 
was  spelled  wrong  (we  spelled  it  Carl)  and  also  his 
specialty  was  wrong,  he  was  said  to  be  a neurologist 
when  in  fact  he  is  an  urologist.  Please  accept  our 
apologies  Dr  Kosse. 
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HELP  SOUTH  DAKOTA’S  MEDICAL  SCHOOL! 


HELP  SOUTH  DAKOTA’S  MEDICAL  STUDENTS! 


The  South  Dakota  Medical  School  Endowment 
Association  is  trying  to  do  just  that.  We  make  low 
interest  (6%)  loans  to  medical  students  who  are 
attending  the  University  of  South  Dakota  School  of 
Medicine.  The  number  of  loans  has  increased  from  14 
in  1984  to  80  in  1990,  and  the  total  amount  loaned  from 
$21 ,500  to  $60,000.  This  year  the  Endowment  again  has 
allocated  $60,000  to  help  meet  the  students’  needs. 


—PLEASE  HELP  US  HELP  THEM— 

There  are  many  ways  to  do  this: 

--  Send  us  a check 

--  Remember  us  In  your  will 

--  Make  us  a beneficiary  on  an  insurance  policy 

- Buy  shares  of  stock  in  our  name 

Send  your  contributions*  to: 

South  Dakota  Medical  School  Endowment  Association 

1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 


*May  be  tax  deductible 
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Council  Meeting  HigM 


The  Council  of  the  South  Dakota  State  Medical  As- 
sociation met  on  April  5,  1991.  Following  are  excerpts 

from  this  meeting; 

1.  PUBLIC  OPINION  SURVEY.  The  results  of  a 
statewide  public  opinion  survey  conducted  by 
Lawrence  and  Schiller  were  reported  to  the  Coun- 
cil. The  three  major  concerns  listed  by  South 
Dakotans  was  1)  high  cost  of  health  care,  2)  high 
cost  of  health  insurance  and  3)  rural  accessibility  to 
health  care.  The  Council  directed  the  executive 
office  to  contact  several  public  relations  firms  and 
obtain  proposals  for  a public  relations  program 
along  with  an  estimated  cost  for  such  a program. 
This  will  be  reported  to  the  Council  at  their  June 
meeting  and  it  will  also  be  considered  by  the  House 
of  Delegates. 

2.  PROFESSIONAL  LIABILITY  INSURANCE. 
The  Council  approved  the  suggestion  of  Dr  Jerry 
Walton,  Chairman  of  the  Commission  on  Profes- 
sional Liability,  for  the  commission  to  develop 
criteria  for  professional  liability  insurance 
coverage  in  South  Dakota  and  companies  meeting 
this  criteria  could  then  be  eonsidered  for  endorse- 
ment by  the  SDSMA. 

3.  ELECTION  OF  ENDOWMENT  BOARD  OF 
DIRECTORS.  The  following  doctors  were  re- 
elected to  a one  year  term  on  the  Board  of 
Directors  of  the  South  Dakota  Medical  School  En- 
dowment Association;  Joseph  Hamm,  MD, 
Sturgis;  Warren  Jones,  MD  and  Robert  Giebink, 
MD,  Sioux  Falls;  Howard  Saylor,  MD,  Huron; 
Bruce  Lushbough,  MD,  Brookings;  T.  H.  Sattler, 
MD,  Yankton;  and  Bruce  Allen,  MD,  Rapid  City. 

4.  SODAPAC  BOARD  OF  DIRECTORS.  The  fol- 
lowing were  elected  to  the  SoDaPAC  Board  of 
Directors  for  three  year  terms;  James  Hovland, 
MD,  and  Carmen  Chavier,  Aberdeen;  Thomas 
Huber,  MD  and  Peggy  Huber,  Pierre;  Karen  Pekas, 
Sioux  Falls;  James  Engelbrecht,  MD,  Rapid  City; 
R.  Gene  Nemer,  MD,  Gregory.  There  cU'e  a num- 
ber of  vacancies  on  the  SoDaPAC  Board  and  if  you 
or  cmyone  else  you  know  would  be  interested  in 
serving,  please  notify  the  SDSMA  executive  office. 

5.  HONORARY  LIFE  MEMBERS.  The  CouncU 
elected  eight  physicians  to  honorary  life  member- 
ship in  the  State  Association.  They  are;  H.  H. 
Theissen,  MD,  Rapid  City;  George  Barnett,  MD, 


Sioux  Falls;  Robert  .1.  Meyer,  MD,  Watertown; 
Harold  Adams,  MD,  Huron;  James  DcGccst,  MD; 
Miller;  David  Patterson,  MD,  Rcdficid;  Werner 
Klar,  MD,  Fort  Meade;  and  Mclford  Lyso,  MD, 
Yankton. 

6.  CHANGE  IN  IMMIGRATION  LAW  FOR 
PEOPLE  WITH  INFECTIOUS  DISEASES.  The 
SDSMA  has  voiced  its  opposition  to  a proposed 
change  in  the  immigration  law  which  would  allow 
immigrants  with  certain  communicable  diseases  in- 
cluding HIV  infection,  to  enter  and  remain  in  the 
United  States. 

7.  HIGH  SCHOOL  ATHLETIC  PHYSICALS.  The 

Council  supports  the  concept  of  triennial  physical 
exams  for  school  athletes  and  concurs  with  the 
bylaws  of  the  South  Dakota  High  School  Activities 
Association  which  allows  such  exams  to  be  done 
only  by  licensed  MDs  and  DOs.  # 


Fifth  Annual 

Missouri  Valley  Family  Practice 
Symposium 

Sponsored  by  the  Yankton  Medical  Clinic,  PC 
June  28  and  29, 1991 
Yankton  Inn  & Convention  Center 
Yankton,  South  Dakota 

Topics  in;  Obstetrics  & Gynecology, 
Pediatrics,  Sports  Medicine,  Or- 
thopedics Neurology,  Oncology, 
Pain  Management,  Surgery  and 
Cardiology 

And  presenting;  Dr.  Donna  Sweet/University  of 
Kansas  School  of  Medicine 
"AIDS;  Medical  Management" 

Dr.  Bruce  R.  Zimmerman/Mayo 
Clinic 

"Diabetes  in  the  Elderly" 

Contact: 

Lewis  & Clark  Health  Education  & Service  Agency 
1017  West  5th  Street 
Yankton,  SD  57078 
or  call: 

(605)  665-9005  or  665-7507 
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More  South  Dakota  State  Medical  Association  1991  Annual  Meeting  Sponsors 


PHYSKiANS,  SCHEDULE  SOME 
TIME  FOR  YOUR  COUNTRY. 

Many  physicians  would  bke  to  devote  some  ome  to  their 
country  in  a local  Army  Reserve  unit  We  know  that  making  a week- 
end commitment  can  be  difficult  for  most  physicians  So  it  is 
pracncal  for  the  Army  Reserve  units  to  be  flexible  about  time  It  s 
worth  discussing 

Incidentally,  in  addmon  to  sansfving  your  own  desire  to 
serve  your  country,  there  areexcepnonalopportuniaes  to  do  some- 
thing totally  different  from  a day-to-day  rounne,  Opporrunmes 
to  study  new  areas  of  medicine,  meet  new  people  in  your  specialty, 
and  be  a pan  of  one  of  the  world's  most  advanced  medical  teams 

Discuss  the  opporrunmes  with  our  Army  Medical  Personnel 
Counselor  CaU:  (collect)  303-36 1-88A 1/ 3889 
CAPTAIN  DEENA  NORTH 
AMEDD  Officer  Procurement 
II  ■,S.  ARMY  RFSFRV£ 


Central 
Plains 
Clinic  Ltd. 

Comprehensive  People-Care. 

335-2727 


Adi 

Alcoh 


ARKSIDE 


dolescent  and  Adult 


Alcohol/Drug  Services 


Charles  Bailly  & Company 


Inpatient,  Outpatient,  Intervention,  Family  Programs 
"Tlie  Healing  Begins  The  Moment  You  Call" 


Certified  Public  Accountants 
Suite  800  • 100  North  Phillips 
Sioux  Falls,  South  Dakota  57102-0549 


24  Hour  Assistance 

4201  S Minnesota  Ave,  Sioux  Falls,  SD  57105 

(605)  331-2000  1-800-952-7777 


Telephone;  (605)  339-1999 
FAX:  (605)  339-1306 
Offices  in  Iowa,  Minnesota,  Montana, 
North  Dakota  and  South  Dakota 


For  Your  Next  Business  or  Pleasure  Trip,  Call... 


(®>Travel  Agency 

The  Most  Trusted  Name  In  Travel" 


Ml 

MILES 


TAOBS 


m 

IcipfoticinHCl/MilesI 

The  most  potent  fluoroquinolone.’^ 


1300  Industrial  Ave  49th  and  Louise 

Sioux  Falls,  SI)  57104  Sioux  Falls,  SD  57106 

336-3690  361-2107 

1-800-222-4545 

Thanks  for  visiting  our  booth  at  the 
SDSMA  Convention  in  Sioux  Falls,  June  6, 1991 
Aberdeen  Brookings  Huron  Madison  Mitchell 
Pierre  Sioux  Falls  Watertown  Yankton 


Pharmaceutical 

Division 


ORTHO 

PHARMACEUTICAL 

CORPORATION 


Raritan,  New  Jersey  08869 


ORTHO 


South  Dakota  State  Medical  Association 
sincerely  appreciates  the  support 
of  these  sponsors  for  our 
1991  Annual  Meeting 


604  North  Grant,  Canton,  S,D  57013 


(605)  987-5593 
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Correspondence 


Dr  Vogt’s  series  on  hyperlipoproteinemias*  has 
been  followed  with  interest  and  his  report,  par- 
ticularly in  part  III,  appears  to  be  a reasonably  accurate 
reflection  of  the  recommendations  of  those  members  of 
the  American  Heart  Association  expert  panel  who  have 
invested  their  entire  life  in  the  cholesterol  hypothesis. 
What  is  lacking  is  a critical  look  at  the  data  itself.  I’ve 
followed  the  cholesterol  hypothesis  with  interest  since 
Ansel  Keys’  initial  presentation  at  the  cardiology  meet- 
ings in  San  Francisco  in  1963,  in  which  he  demonstrated 
that  cholesterol  could  be  lowered  by  diet,  although 
there  was  no  effect  on  cardiovascular  mortality  or  in- 
cidence of  recurrent  myocardial  infarction. 

For  the  past  30  years,  the  studies  conducted  have  been 
remarkably  consistent.  Virtually  all  dietary  studies  have 
failed  to  show  any  effect  on  cardiovascular  mortality  in 
response  to  lowering  the  cholesterol.  Virtually  all  drug 
studies  have  shown  a slight  decrease  in  cardiovascular 
mortality  but  no  effect  on  overall  mortality.  The  total 
number  of  patients  studied  now  probably  exceeds  some 
200,000  patient  years.  The  popularity  of  the  cholesterol 
hypothesis  beginning  in  the  early  to  mid  1980s  appears 
to  be  due  to  press  coverage  rather  than  to  any  significant 
change  in  the  data. 

Several  specific  comments  should  be  made.  The 
dietary  limitations  suggested  include  red  meats.  Pork  is 
technically  a white  meat.  The  only  major  red  meat  is 
beef.  As  far  as  I am  aware,  this  is  the  only  foodstuff  that 
has  been  specifically  studied,  and  it  has  no  net  effect  on 
cholesterol,  probably  because  one  of  its  fatty  acid  com- 
ponents significantly  lowers  cholesterol.  Secondly,  the 
American  Heart  Association’s  recommendation  for  a 
phase  II  diet  makes  no  sense  whatsoever.  Review  of 
their  own  data  demonstrates  that  moving  from  phase  I 
to  phase  II  has  no  effect  on  total  cholesterol  and  only 
lowers  HDL. 

The  cholesterol  levels  chosen  were  probably  unrealis- 
tic. They  are  based  primarily  on  a population  in  the 
20-40  year  age  range.  Because  of  the  progressive  in- 
crease in  cholesterol  with  age,  the  result  is  that  as  many 
as  90  percent  of  senior  citizens  may  have  cholesterols 
above  the  200  limit.  In  view  of  the  fact  that  therapy  has 
had  no  effect  on  life  expectancies  despite  studies  run- 
ning out  as  long  as  18  years,  the  potential  cost  of 
treatment  for  no  benefit  seems  enormous.  I anticipate 
eventually  the  situation  will  evolve  to  the  point  where 
we  are  treating  those  people  who  have  a true  disease 
process  such  as  the  familial  type  H hyper- 
lipoproteinemias and  who  have  a high  enough 
cardiovascular  death  risk  to  allow  some  true  benefit  to 
be  documented.  Thirty  years  of  studies  have  already 


demonstrated  that  we  are  not  accomplishing  anything 
by  attempting  to  blanket  treat  an  entire  population. 

Stephen  N.  Haas,  MD 
Rapid  City,  SD 

‘Hyperlipoproteinemias:  Part  I,  II,  and  III  were  published  in  the 
February,  March  and  April  issues  of  this  Journal. 


AS  I read  of  Dr  VanDemark’s  33  years  as  editor  of 
the  SOUTH  DAKOTA  JOURNAL  OF 
MEDICINE—  it  caused  me  to  reflect  back  through  the 
past  13  years  that  I have  been  editor  of  SoDak  Medical 
AiLxilian’  News.  It  was  during  Dr  VanDemark’s  20th 
year  of  editing  the  physician’s  publication  that  his  wife, 
Bertie,  became  SDSMA  Auxiliary  president  — and  she 
asked  me  to  edit  the  SoDak  News.  It  was  also  at  this 
time  that  we  first  had  an  "Auxiliary  Page"  in  the  SDSMA 
J ournal  — and  we  are  grateful  that  this  has  been  allowed 
to  continue.  I wonder  if  it  helped  for  Bertie  to  be  the 
"best  friend"  of  the  Journal’s  editor? 

Our  Auxiliary  publication  has  doubled  from  mailing 
of  500  newsletters  when  I began  as  editor  — to  over  1000 
at  the  present  time.  The  financial  support  from  the 
Medical  Association  for  SoDak  News  has  gone  from 
$800  13  years  ago  — to  the  current  amount  of  $2,000.  On 
behalf  of  the  Auxiliary  I extend  my  thankful  apprecia- 
tion for  your  support! 

Because  communication  is  the  key  to  success  for  most 
situations,  the  importance  of  our  SoDak  News  reaching 
each  physician  household  in  the  state  can’t  be  underes- 
timated. 

Thank  you  to  both  Bob  and  Bertie  VanDemark  for 
being  an  example  and  encouragement  to  me  during 
these  past  13  years  we  shared  as  editors  of  our  respec- 
tive association  and  auxiliary  publications.  May  the 
Lord  bless  you  both  as  you  continue  to  encourage 
others! 

Jacquelyn  Gunnarson 
Editor,  SoDak  Medical  Auxiliary  News 
1978  - continuing 
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Dear  Carl, 

Congratulations  on  your  new  medical  staff  leadership 
position!  Now  you're  not  only  a physician  - 
you  need  to  be  a manager,  negotiator,  arbitrator, 
and  even  a parliamentarian . I wish  1 had  received 
some  special  training  when  I first  took  a position 
like  yours! 


Sincerely, 

Helen 


Do  you  hove  the  skills  to  do  the  joh? 


Chief-of-staff.  Department  chairman.  Committee  chair. 

Tough  jobs,  but  somebody  has  to  do  them  — sometimes  even  with  no 
formal  training  and  little  leadership  experience. 

Now,  through  a new  American  Medical  Association  training  program,  you 
can  sharpen  the  skills  you  need  to  face  the  challenges  of  leadership  with 
confidence  and  authority. 


Interactions: 
A Medical 
Staff 

Leadership 

Program 

Learn 
from  the 
Experienced 


Take 

the 

Challenge 


This  intensive  day-and-a-halt  program  will  help  sharpen  your 
ability  to: 

• Resolve  conflict  among  peers 

• Negotiate  with  the  board  and  administration 

• Manage  medical  staff  affairs 

• Develop  bylaws  that  enhance  staff  effectiveness 

• Run  meetings  effectively  and  purposefully 

Interactions  was  developed  by  experts  in  medical  staff  leader- 
ship  and  field  tested  by  more  than  100  medical  staff  leaders 
nationwide.  The  faculty  includes  experienced  physician  leaders 
as  well  as  management  and  legal  experts.  Program  features 
lectures,  discussions,  and  break-out  sessions  on  all  aspects  of 
medical  staff  leadership. 

If  you  have  recently  been  chosen  for  an  important  leadership 
position  — chief  of  staff,  department  chairman,  committee 
chair,  or  another  key  post  — Interactions  will  develop  the  skills 
and  confidence  to  succeed  in  your  new  role. 

Choose  the  dates  and  location  that  are  best  for  you. 

September  6-7,  1991  October  18-19,  1991 

Seattle,  Washington  Boston,  Massachusetts 


Sign  up  today! 


TO  REGISTER,  C A L L 1 - 8 0 0 - 6 2 1 - 8 3 3 5 


MasterCard,  Visa,  American  Express  or  Optima 

AMA  members  $395  Non-members  $495  CF  030091 


Members 


NEW  MEMBERS 

DavidW.  Bean,  MD  P 

Psy.  Associates 
4009  W 49th  St,  #308 
Sioux  Falls,  SD 

Kathi  Dee  Clement,  MD  FP 

1420  N.  10th 
Spearfish,  SD 

Stephen  D.  Dick,  MD  EM 

Rapid  City  Regional  Hosp,  ER 
353  Fairmont  Blvd 
Rapid  City,  SD 

LuAnn  Eidsness,  MD  I 

3701  W 49th  St 
Sioux  Falls,  SD 

Gary  Engelmann,  MD  FP 

Hand  County  Clinic 
307  N Broadway 
Miller,  SD 

Robert  F.  Gibson,  MD  GE 

Rapid  City  Medical  Center 
PO  Box  6020 
Rapid  City,  SD 

Michael  J.  Kihne,  MD  DR 

Medical  X-ray  Center 
1417  S Minnesota  Ave 
Sioux  Falls,  SD 

James  MacDougall,  MD  ORS 

201  S Lloyd 
Aberdeen,  SD 

Raymond  J.  Owens,  MD  PD 

Medical  Associates  Clinic 
PO  Box  758 
Pierre,  SD 

Rita  M.  Rabenberg,  MD  PD 

1201  S Euchd  Ave,  #101 
Sioux  Falls,  SD 

A.  Donald  Smith,  MD  GS 

University  Physicians 
3701  W 49th  St 
Sioux  Falls,  SD 

Brian  E.  Tschida,  MD  N 

2805  Fifth  St,  #160 
Rapid  City,  SD 

Kathleen  VanDeWalle,  DO  I 

201 S Lloyd  St 
Aberdeen,  SD 

Kathy  E.  Wimmer,  MD  FP 

Hand  County  Clinic 
PO  Box  287 
Miller,  SD 


ASSOCIATE  MEMBERS 

Alyce  L.  Garrity  Student 

1510  Vonnie  St 

Vermillion,  SD  # 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


The  Physicians’  HELP 
Rehabilitation 
Program 

of  the 

South  Dakota  State  Medical 
Association 

Designed  to  help  physicians  addicted 
to  alcohol  and/or  other  drugs  as  well  as 
those  with  emotional  and  psychiatric 
disorders. 

All  referrals  and  information  remain 
confidential. 

Call:  (605)  336-1965 
or 

Write:  Physicians’  HELP  Committee 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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loinmeAMA. 


"Tills  is  a time  when  we  need  a undying 
force  in  the  medical  profession  veiy  badly. 

“As  a member  of  the  AMA,  I’m  part  of  an 
organization  that’s  involved  in  my  Id'e  work 
and  through  it,  I feel  I have  a relationsliip 
witli  other  doctors.  Together,  we’re  all  work- 
ing toward  the  improvement  of  the  medical 


profession  and  our  relationship  with  our 
patients.  And  that’s  what  the  American 
Medical  Association  is  all  about.” 

Join  Dr.  Michael  E.  DeBakey,  Chancellor 
and  Chairman,  Department  of  Surgery, 
Baylor  College  of  Medicine,  in  the  AI^. 
Call  this  toll-free  number  now. 


1-800-AMA-3211 

American  Medical  Association 


AMA  Physician  Recognition  Award 


AMA  Physician  Recognition  Award  Recipients 

Congratulations  to  the  physicians  in  South  Dakota  who  have  earned  the  AMA  Physician  Recognition  Award  in  the 
months  of  Dceember,  1990  and  January,  February,  March  and  April,  1991, 


December 


John  B.  Gregg,  MD* 

Sioux  Falls 

John  L.  McFee,  MD* 

January 

Bowdle 

Peters  E.  Lakstigala,  MD* 

February 

Sioux  Falls 

Margaret  R.  Devick,  MD* 

Rose  F.  Faithe,  MD 

Barbara  R.  Fetters,  MD* 

Warren  L.  Jones,  MD* 

March 

Canton  Allen  E.  Nord,  MD* 

Sioux  Falls  Steven  P.  Olson,  MD* 

Hot  Springs  Richard  A.  Wake,  MD* 

Sioux  Falls 

Rapid  City 
Sioux  Falls 
Brookings 

Noel  D.  Chicoine,  MD* 

Lawrence  W.  Finney,  MD* 

Richard  W.  Honke,  MD* 

Charles  J.  Lord,  MD* 

April 

Pierre  Mark  R.  Neustrom,  DO* 

Sioux  Falls  Jason  R.  Ostby,  MD* 

Park.ston  Ruggles  M.  Stahn,  MD 

Rapid  City  John  T.  Tidd,  MD* 

Sioux  Falls 
Watertown 
Rapid  City 
Yankton 

♦ members  of  the  South  Dakota  State  Medical  Association 


THE  SOUTH  DAKOTA  JOURNAL  OF  MEDICINE 

1323  South  Minnesota  Avenue 
Sioux  Falls,  SD  57105 

Subscription  $15.00  per  year 
Foreign  $18.00 
$1.75  per  copy 

INSTRUCTIONS  FOR  SUBMITTING  MANUSCRIPTS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all  publications  of  the  Journal  of  Medicine  should  be 
typewritten,  double-spaced  and  the  original  copy.  An  abstract  of  100-200  words  and  a list  of  references  should 
accompany  each  article.  Footnotes  should  conform  with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author(s),  the  location  of  the  author  and  title  of  the  article.  The  pages  should  be 
numbered  consecutively.  The  used  manuscript  is  not  returned  but  every  effort  will  be  made  to  return  manuscripts 
not  accepted  or  published  by  the  Journal.  Articles  are  accepted  for  publication  on  condition  they  are  contributed 
solely  to  this  Journal. 

REFERENCES:  Should  be  listed  in  the  order  in  which  they  appear  in  the  article  and  should  not  be  more  than 
20.  They  should  be  complete  and  accurate  and  include  the  authors’  names  and  initials,  title  of  article,  abbreviated 
name  of  Journal,  volume  number,  pages  and  year  of  publication.  References  to  books  should  include  authors, 
title,  location  and  name  of  publisher,  year  of  publication,  edition  and  page  numbers. 

ILLUSTRATIONS:  Satisfactory  photographs  or  drawings  should  be  supplied  by  the  author.  Each  illustration, 
table,  etc.,  should  bear  the  author’s  name  on  the  back.  Photographs  should  be  clear  and  distinct  5"x7"  glossy  prints. 
Drawings  should  be  made  in  black  India  ink  on  white  paper.  Used  illustrations  are  returned  after  publication  if 
requested. 

The  contact  person  at  the  Journal  office  is  Jeri  Spars,  (605)  336-1965. 


JUNE  1991 


169 


Family  Practice,  Internal  Medicine 
and  General  Surgery  Practice 
Opportunities 

Rural  Lake  Country  Community  is  seek- 
ing the  above  practitioners  to  join  a busy 
12  physician  multispecialty  group. 
Quality,  comfortable  living  environment, 
multiple  recreational  activities,  fine 
educational  opportunities  and  cultural  ac- 
tivities abound.  Salary  and  fringe  benefits 
very  liberal. 

Send  curriculum  vitae  or  inquires  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 
or  call  collect  at  (701)  662-2157  for 
further  information 


Practice  Where  Others 
Want  To  Vacation! 

Family  practice  physician  to  join 
active  full  range  3-man  family 
practice  in  Salida,  Colorado  near 
skiing,  golfing,  fishing,  and  hunting. 
Write: 

T.  Sandell,  MD 
111  Shavano 
Salida,  CO  81201 


Family  Practice  - Hospital 
Sponsored  Clinic  Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is 
seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The 
administrative  burdens  of  medical 
practice  will  be  minimized  in  this 
hospital-managed  clinic.  The  hospital 
has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes 
base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and 
student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact: 

Kari  Wangsness,  Associate 
The  Chancellor  Group,  Inc. 

France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 


Progressive  physi- 
cian owned  organ- 
ization has  full-time 
positions  available 
for  emergency  physicians  in  several  north- 
western communities  including  Sioux  Falls  and 
Yankton,  South  Dakota,  Casper  and  Cheyenne, 
Wyoming  and  Pasco,  Washington.  Competitive 
compensation  plus  an  excellent  benefit  pack- 
age Including  malpractice,  health,  disability  and 
life  insurance  as  well  as  profit  sharing  and  CME 
benefits.  Flexible  schedules,  attractive 
communities  to  provide  exceptional  working 
and  living  conditions,  exciting  recreational 
opportunities. 

Contact:  Janet  Cowley 

Recruitment  Coordinator 
BMP,  PC 

(307)  632-1436/FAX  (307)  635-4642 
P.O.  BOX  805 
Cheyenne,  WY  82003 


EMERGENCY  MEDICAL  PHYSICIANS,  PC 
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Family  Practice  Physicians 

Opportunity  for  two  FP  physicians 
to  develop  a general  practice  in  a new 
clinic  located  in  a quality-life  com- 
munity of  10,000  in  Northwest  Iowa. 
Full  service  hospital  and  specialist 
support  available  on  site;  room  in 
clinic  to  grow.  Excellent  guaranteed 
annual  salary,  incentives  and 
management  options  provided. 

Contact: 

Jim  France 
Williams  & Company 
PO  Box  268 
Sioux  City,  Iowa  51102 
or  call: 

1-800-666-4041 


Medical  Director  Needed 

The  South  Dakota  Developmental  Center, 
an  intermediate  care  facility  for  the 
mentally  retarded  (ICF/MR),  is  seeking  a 
medical  director  to  provide  administrative 
duties,  clinical  supervision  and  direct  care 
for  105  severely  mentally  and  physically 
disabled  residents.  The  Developmental 
Center  is  located  in  Custer,  a historic 
community  nestled  in  the  beautiful  Black 
Hills.  The  area  offers  spectacular  natural 
beauty  and  an  abundance  of  recreational 
activities.  Competitive  salary  and 
attractive  benefits  package.  For  additional 
information  please  contact: 

Michelle  Tingle 
Recruitment  Specialist 
SD  Department  of  Human  Services 
700  Governor’s  Drive 
Pierre,  SD  57501 
(605)  773-5990 


Family  Physicians 

Gundersen  Clinic:  A tradition 
of  teamwork  since  1891. 


The  Gundersen  tradition  began  in  1891.  And  it  is  still  alive 
today.  It's  an  exceptional  standard  of  medical  care  deliv- 
ered by  a highly  qualified  group  of  physicians  representing 
92  specialties  and  subspecialties. 

As  we  continue  to  meet  the  demands  of  our  expanding 
patient  base.  Family  Physicians  are  needed  to  join  several  of 
our  community  clinics  located  throughout  Iowa,  Minnesota 
and  Wisconsin.  The  Gundersen  advantages  include: 

• Excellent  coverage  and  call  schedules 

• Easy  access  to  specialists  and  subspecialists 

• Guaranteed  salaries 

• Comprehensive  benefits  packages  and  pension  plans 

• Paid  malpractice  insurance 

• Established  and  economically  sound  clinic 

• No  investment  required 

Become  part  of  our  tradition  as  we  celebrate  our  100th  Anni- 
versdry  Call  Tim  Skinner,  Manager,  Physician  Recruitment, 
COLLECT  at  1-608-782-7300.  Or  send  your  CV  to:  Philip 
J.  Dahiberg,  M.D.,  Chairman,  Personnel  Committee, 
Gundersen  Clinic,  1836  South  Avenue,  Dept.  SD-5,  La 
Crosse,  Wl  54601.  An  equal  opportunity  employer. 

1 8 9 1 - 1 9 9 1 

DC 

Gundersen  Clinic,  Ltd 


Family  Practice  Physician 

The  University  of  South  Dakota  School  of 
Medicine  is  seeking  a family  practice  physician  for 
academic  and  clinical  instruction  purposes  on  the 
Yankton,  South  Dakota  campus.  This  position  will 
include  a University  appointment  as  an  assistant 
professor  in  the  Department  of  Family  Medicine. 
Academic  responsibilities  will  include 
undergraduate  and  graduate  student  instruction. 
Clinical  practice  responsibilities  will  be  shared 
with  at  least  one  other  faculty  member  in  Yankton 
and  membership  in  faculty  practice  plan  is 
inclusive  with  the  faculty  appointment.  Salary  will 
be  commensurate  with  credentials  and  experience. 
An  excellent  benefits  package  is  included.  If  you 
desire  a controlled  lifestyle,  bountiful  recreational 
opportunities  and  the  challenge  of  teaching,  this 
may  be  the  position  you  have  been  searching  for. 
An  equal  opportunity  employer. 

For  additional  information,  please  send  letter  of 
inquiry,  curriculum  vitae,  and  three  letters  of 
reference  to: 

James  Ryan,  MD,  Chairman 
Department  of  Family  Medicine 
USD  School  of  Medicine 
800  E 21st  Street 
Sioux  Falls,  SD  57117-5045 
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Future  Meetings 


July 

Advanced  Cardiac  Life  Support,  U of  Neb  Med  Ctr  campus, 
Omaha,  NE,  July  9-10.  AMA  Category  1 credit  avail. 
Contact:  Ctr  for  Cont  Educ,  U of  Neb  Med  Ctr,  600  S 42nd 
St,  Omaha,  NE  68198-5651.  Phone:  (800)  228-9630. 

* 4i 

Present  and  Future  Clinical  Applications  of  Tumor  Markets, 

Ritz  Carlton  Hotel,  Kona,  Hawaii,  July  9-13.  AMA  Category 

I credit  avail.  Contact:  Sally  O’Neill,  PhD,  Assoc.  Dean, 
Creighton  U CME  Div,  2500  California  St,  Omaha,  NE 
68178.  Phone:  (800)  548-2633. 

* • * 

The  Governing  Body,  Hospital  Accreditation,  and  Quality 
Improvement,  Philadelphia,  Penn,  July  12.  Fee:  $325.  6 hrs 
AMA  Category  1 credit.  Contact:  The  Joint  Commission 
Customer  Service  Center  at  (708)  916-5800. 

* * * 

Ninth  Annual  Medical  Seminar,  Plummer’s  Great  Slave  Lake 
Lodge,  Northwest  Territories,  Canada,  July  20-27.  23  hrs 
AMA  Category  1 credit.  Contact:  Joseph  Bocklage,  MD,  103 
Oakdale  Med  Ctr,  3366  Oakdale  Ave,  N,  Minneapolis,  MN 
55422.  Phone:  (612)  588-9478. 

August 

HCMC  Trauma  Update  Coutse,  August,  location  and  date  to 
be  announced.  Contact:  Off  of  Academic  Affairs,  Hennepin 
County  Med  Ctr,  701  Park  Ave,  Minneapolis,  MN  55415. 
Phone:  (612)  347-2075. 

* * * 

Advanced  Cardiac  Life  Support,  U of  Neb  Med  Ctr  campus, 
Omaha,  Neb,  Aug  1-2.  AMA  Category  1 credit  avail. 
Contact:  Ctr  Cont  Educ,  U of  Neb  Med  Ctr,  600  S 42nd  St, 
Omaha,  NE  68198-5651.  Phone:  (800)  228-9630. 

September 

Interactions:  A Medical  Staff  Leadership  Program,  Sheraton 
Seattle  Hotel  and  Towers,  Seattle,  Wash,  Sept  6-7.  Fee:  $395. 

II  hrs  AMA  Category  1 credit.  Contact:  Dept  of 
Registration  Services  AB17,  AMA  (CF030091),  515  N State 
St,  Chicago,  IL  60610.  Phone:  (800)  621-8335. 

♦ « 

Sixteenth  Annual  South  Dakota  Perinatal  Association 
Conference,  "Clinical  Update  91",  Rushmore  Plaza,  Rapid 
City,  SD,  Sept  19-20.  AMA  Category  1 credit  avail.  Contact: 
Debbie  Meyer,  SD  Perinatal  Assoc,  1100  S Euclid,  Sioux 
Falls,  SD  57105.  Phone:  (605)  333-7155. 

* * * 

American  College  of  Surgeons  - Cancer  Management  Coutse, 

Mayo  Clinic,  Rochester,  Minn,  Sept  20-21.  Contact:  Clifola 
Coleman,  Cancer  Management  Course,  Am  College  of  Surg, 
55  E Erie  St,  Chicago,  IL  60611-2797.  Phone:  (312)  664-4050. 

* * « 


Annual  Mayo  Clinic  Update  in  Hepatology,  Rochester,  Minn, 
Sept  26-27.  Contact:  Postgraduate  Courses,  Section  of  Cont 
Educ,  Mayo  Foundation,  Rochester,  MN  55905.  Phone: 
(507)  284-2509  or  toll  free  (800)  323-2688. 

* * * 

The  AMA  is  offering  a comprehensive  series  of  workshops  to 
improve  the  financial  and  operational  vitality  of  your 
practice.  Fee:  $195  for  a 1-day  session.  There  are  many 
different  times  and  places.  Contact:  AMA,  Dept  of  Practice 
Management,  515  N State  St,  Chicago,  IL  60610-9986. 
Phone:  (800)  366-6968. 

January  1992 

Update  Conference,  sponsored  by  Internal  Medicine,  USD 
School  of  Medicine  and  Rapid  City  Regional  Hospital, 
Holiday  Inn  Rushmore  Plaza,  Rapid  City,  SD  Jan  23-24. 
Contact:  Dr  Brian  Hurley,  (605)  339-6790.  # 


AMERICAN  MEDICAL  TELEVISION  on  the  Discovery 
Channel  every  Sunday  from  9 am  to  11  am.  Central  Stan- 
dard Time.  This  program  shows  the  latest  clinical 
advances,  legislative  and  socioeconomic  news  and  offers 
CME  credit.  For  more  information  call  1-800-6000. 
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EDUCATION  TAKES 
MONEY 

— Lots  and  Lots  of  Money— 

The  primary  purpose  of  the  South  Dakota  Medical 
School  Endowment  Association  is  to  provide  low 
interest  (6%)  loans  to  medical  students  who  are 
attending  the  University  of  South  Dakota  School  of 
Medicine.  In  the  past  few  years  we  have  increased 
available  loan  money  from  $25,000  to  $70,000  for 
1991-92.  Student  needs  are  increasing  each  year, 
reflected  by  the  increase  in  the  number  of  loans 
from  14  to  nearly  80.  More  contributions  are 
needed  to  ensure  continued  growth  in  our  loan 
assistance. 

WE  NEED  YOUR  HELP 


All  contributions  are  used  to  provide  loans  to  South  Dakota’s 
medical  students  unless  you  specify  otherwise. 

Please  send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Avenue 
Sioux  Falls, SD  57105 


T -A 


Taking  " 
A Lesson 
From 


Nature. 


Did  you  know  that  wild  geese  have  an  instinctive  spirit  of 
cooperation  and  support  for  the  flock?  For  example,  by 
taking  off  together  it  creates  an  updraft  that  hfts  the  flock  up. 
By  flying  in  a “V”  formation  it  breaks  up  the  wind  resistance 
enabhng  the  flock  to  make  50%  more  progress.  And  if  one 
bird  falls  due  to  injury  or  exhaustion,  two  others  will  follow  it 
to  the  ground  and  stay  with  it  until  it  is  able  to  move  on. 
Cooperation  and  support  for  the  group. 

The  same  is  true  of  The  Doctors’  Company.  We  work  with 
our  doctors,  not  against  them,  by  providing  the  finest  in 
professional  habihty  insurance.  Our  competitive  rates, 
responsive  service,  interest-free  quarterly  payments,  and 
outstanding  risk  management  program  are  just  some  of  the 
reasons  why  more  and  more  South  Dakota  physicians  are 
joining  our  flock.  The  Doctors’  Company  has  the  financial 
strength  and  support  of  more  than  15,500  members 
nationwide.  But  unhke  the  migrating  geese,  we’re  in  South 
Dakota  to  stay.  We’ve  never  left  a state  to  which  we’ve 
committed  service. 

The  Doctors’  Company.  Call  us  today. 


The  Doctors'  Company 


The  Largest  Doctor-Owned,  Doctor-Managed  Insurer  in  the  L'S.^. 


Represented  in  South  Dakota  by: 
The  Doctors’  Agency  of  South  Dakota 
(800)252-0512 


More  than  15,500  doctors  nationwide  call  us  their  company. 


Get 
all  the 
Facts. 


Sort  through  the  complexities 
of  upper-intestiual  diagnosis 
at  Saint  Joseph  Hospital's 
Esophageal  and  Gastric  Laboratory. 

Before  prescribing  long-term  medical  therapy 
or  surgery,  you'll  want  to  get  all  the  facts  you  can 
about  your  patient's  upper-intestinal  problems. 
Work  with  the  professionals  at  Omaha's  most 
comprehensive  esophageal  and  gastric  lab. 

At  Saint  Joseph  Hospital,  we  have  the  testing 
facilities  you  need  to  accurately  diagnose  your 
patients  with  advanced  upper-intestinal 
problems.  And  the  results  will  be  sent  quickly 
and  directly  to  you.  So  you'll  be  able  to  make 
the  best  diagnosis  possible  using  the  history  of 
your  patient  and  the  results  of  our  tests. 

Our  lab  has  the  specialized  equipment  to 
perform  these  tests: 

* Esophageal  Manometry 

* 24-Hour  Ambulatory  Esophageal/Gastric 
pH  Monitoring 

* 24-hour  Ambulatory  Esophageal  Manometry 

* Upper  Intestinal  Endoscopy 

* Gastric  Acid  Secretion  Tests 

With  this  type  of  capability  and  commitment. 
Saint  Joseph  Hospital  continues  to  be  a pioneer 
in  esophageal  and  gastric  testing. 


Esophageal  and  Gastric  Laboratory 
601  North  30th  Street  • Omaha,  NE  68131 
(402)  449-4259 


Saint  Joseph  Hospital 


_ Crei^on  University  Medical  Center  _ 

Teaching,  healing,  leading. 

For  more  information  or  assistance  call: 
R.S.V.P.  Physician  Consultation  Service 
1-800-642-RSVP  in  Nebraska 
1 -800-228- RSVP  Adjacent  States 
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Pneumatosis  Cystoides  Intestinalis:  A 
Complication  of  Colonoscopic  Polypectomy 

Richard  Jensen,  MD^ 

Steven  H.  Gutnik,  MD^ 


ABSTRACT 

A 68-year  old  female  underwent  removal  of  a 3 cm  transverse  colon  polyp,  which  contained  adenocarcinoma,  by 
means  of  endoscopic  polypectomy.  She  tolerated  the  procedure  well.  Unfortunately,  six  hours  later  she  returned 
to  the  hospital  with  vague  abdominal  complaints.  Her  clinical  exam  revealed  mild  abdominal  tenderness,  but  was 
not  suggestive  of  a perforated  viscus.  Radiographic  data  revealed  retroperitoneal,  mediastinal,  and  free  in- 
traperitoneal  air,  along  with  intramural  bowel  wall  air. 

The  patient  was  taken  to  the  operating  room  because  of  concern  over  full  bowel  wall  perforation.  At  surgery,  no 
perforation  was  identitled,  rather  tracking  of  air  under  the  ulcerated  polyp  site.  Therefore,  the  rare  diagnosis  of 
pneumatosis  cystoides  intestinalis  was  established.  This  case  is  presented  with  clinical  and  radiographic  data, 
along  with  photography  of  the  surgical  specimen. 


INTRODUCTION 

The  potential  for  complications  during  colonos- 
copy always  exists,  and  can  range  from  a mucosal 
tear  with  the  introduction  of  air  into  the  bowel  wall  to 
frank  perforation  with  pneumoperitoneum.^  The  lat- 
ter, of  course,  is  very  serious,  having  the  potential  for 
significant  morbidity  and  mortality.^ 

Pneumatosis  cystoides  intestinalis  (PCI),  or  the 
presence  of  multiple  gas-filled  structures  within  the  wall 
of  the  gastrointestinal  tract,  is  an  unusual  complication 
of  colonoscopy.”'^  The  clinical  course  and  therapy  for 
PCI  is  different,  however,  from  free  bowel  perforation. 

CASE  REPORT 

A 68-year  old  white  female  with  a history  of  multiple 
colonic  polyps  presented  as  an  outpatient  for  the  last  in 
a series  of  colonoscopies  with  polypectomy  on  June  26, 
1989.  The  procedure  resulted  in  the  removal  of  two 
polyps.  The  larger  polyp  was  a 3 cm  lesion  located  in 
the  left  transverse  colon.  The  other  polyp  measured  1.2 
cm  and  was  located  in  the  sigmoid  colon.  The  pathology 
revealed  the  larger  polyp  to  be  a moderately  differen- 
tiated adenocarcinoma,  invasive  in  the  head  of  the  polyp 
and  superficial  stalk  invasion.  The  smaller  sigmoid 


1.  Resident,  Internal  Medicine, USD  School  of  Medicine,  Sioux  Falls, 
SD. 

2.  Central  Plains  Clinic,  Department  of  Internal  Medicine,  Section  of 
Gastroenterology,  Sioux  Falls,  SD. 


Figure  1 

Free  air  under  diaphragm. 

polyp  was  a hyperplastic  colonic  polyp. 

The  patient  tolerated  the  procedure  without  immedi- 
ate complication  but,  unfortunately,  returned  to  the 
hospital  that  evening  with  vague  abdominal  discomfort. 
A flat  plate  of  the  abdomen  revealed  free  in- 
traperitoneal  air  beneath  the  diaphragm  (see  Figure  1). 
Also,  air  was  seen  in  the  retroperitoneum  (see  Figure 
2).  The  chest  x-ray  showed  a moderate  amount  of 
mediastinal  air. 

Vital  signs  revealed  her  temperature  to  be  98.6 
degrees,  blood  pressure  180/100,  pulse  75  and  regular. 
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Figure  2 

Retroperitoneal  air  dissection. 


respirations 
18  and  not 
labored. 
Physical 
exam 
revealed  the 
patient  to  ap- 
pear quite 
comfortable 
although  she 
complained 
of  rather 
vague  ab- 
d o m i n a 1 
upset.  Bowel 
sounds  were 
hypoactive 
and  there  was 
very  minimal 
abdominal 
tenderness. 
There  were 
no  peritoneal 
signs. 


Lab  data  revealed  a WBC  count  of  16,400  with  84% 
segmented  neutrophils,  6%  bands,  8%  lymphocytes, 
1%  monocytes  and  1%  eosinophils.  Hgb  was  13.8  with 
Hct  41.9  and  a normal  platelet  count.  Patient’s 
electrolytes  revealed  a reduced  sodium  of  131,  potas- 
sium 3.4,  chloride  94,  BUN  13,  and  creatinine  1.0.  The 
electrocardiogram  showed  a sinus  rhythm  with  a rate  of 
75  with  occasional  premature  ventricular  contractions 
and  nonspecific  T-wave  abnormalities  in  the  lateral 
leads. 


Figure  3 

Bowel  resection  specimen. 


The  patient  was  seen  that  evening  by  a surgeon,  who 
elected  to  explore  the  abdomen  given  the  radiologic 
findings  of  free  intraperitoneal  air  and  the  recent 
colonoscopic  polypectomies.  At  surgery,  a free  per- 


foration of  the  bowel  could  not  be  isolated,  but  in  the 
transverse  colon  an  area  of  abnormally  thickened,  air 
filled,  bowel  wall  and  mesentery  was  noted  (see  Figure 
3).  This  area  was  isolated  and  a localized  resection  with 
end-to-end  anastomosis  of  the  colon  was  performed. 

The  pathology  noted  a mucosal  ulceration  with  exten- 
sion into  the  muscular  layer  without  perforation  of  the 
bowel  wall  and  no  residual  tumor. 

The  patient  did  well  postoperatively.  Follow-up  chest 
x-ray  and  KUB  revealed  no  evidence  of  mediastinal  air, 
or  free  intraperitoneal  air. 

DISCUSSION 

Bowel  injury  during  colonoscopic  biopsy  is  one  of  the 
most  common  complications  of  this  procedure  with  an 
incidence  of  perforation  reported  to  be  1%.^  The  dis- 
ruption of  the  bowel  integrity  can  be  nearly 
asymptomatic  with  the  radiologic  findings  of 
pneumoperitoneum  or  PCI.^'^’^  The  latter  has  in- 
trigued clinicians  and  scientists  for  over  two  hundred 
years  and  has  led  to  many  observations  and  theories  as 
to  the  pathogenesis  and  treatment.^ 

There  are  three  proposed  mechanisms  for  cyst  forma- 
tion in  PCI.  The  first,  and  most  popular,  is  the 
mechanical  theory.  Here,  a mucosal  tear  allows  gas  to 
enter  the  bowel  wall.  The  gas  is  subsequently 
redistributed  through  peristalsis  or  lymphatic  channels 
to  distant  sites.  Air  under  pressure  during  a bowel 
obstruction  can  dissect  in  a similar  fashion  giving  the 
same  radiologic  appearance.^ 

The  second  is  the  bacterial  theory.  Gas  formation 
from  organisms  such  as  Clostridium  perfringens  occurs 
following  bacterial  entry  into  the  bowel  wall.  This  bac- 
teria has  produced  typical  PCI  following  injection  into 
experimental  rats.^ 

The  biochemical  theory  is  the  final  proposed 
mechanism.  Its  proponents  argue  that  newly  formed 
gases  from  bacterial  fermentation  are  directly  absorbed 
into  the  intestinal  wall.^’^’^’^ 

PCI  is  usually  seen  between  the  ages  of  5 and  50,  but 
may  occur  at  any  age.  Idiopathic  PCI  is  seen  in  15%  of 
reported  cases.  Secondary  PCI  is  usually  associated 
with  various  gastrointestinal  and  respiratory  conditions. 
Table  I provides  a partial  list. 

The  sigmoid  colon  and  rectum  are  usually  involved  in 
approximately  10%  of  cases,  while  the  small  bowel  is  the 
most  common  site."^’^ 

The  pathologic  features  of  PCI  are  multiple  gas-filled 
cysts  in  the  large  and  small  bowel  wall.^  They  are 
usually  subserosal,  and  lined  by  coalesced  endothelial 
cells,  forming  multinucleated  cells."* 

Radiologic  features  include  linear  air  shadows  and 
occasional  pneumoperitoneum  in  the  clinical  absence 
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Secondary  Causes  of  PCI 

(Gastrointestinal: 

Peptic  ulcer  disease 
Intestinal  obstruction 
Pustsurt'ical  bowel  anastomosis 
Jejunoileal  bypass  for  obesity 
Mesenteric  vascular  occlusion 
Acute  necrotizing  enterocolitis 

Chronic  inllammatory  disease  (Crobn’s,  ulcerative 
colitis) 

Perforated  diverticulum 
Appendicitis 

Collagen  vascular  disorders 
Diabetic  enteropathy 
Cystic  fibrosis  of  pancreas 
VMiippIe’s  disease 
Abdominal  trauma 

Volvulus  of  stomach  and  sigmoid  colon 
Ingestion  of  caustic  agents 
Intestinal  parasites  and  tuberculosis 
Lymphosarcoma,  leukemia,  Hodgkin’s  disease 
Following  sigmoidoscopy  and  colonoscopy 

Respirator): 

COPD 

Pulmonary  tuberculosis 
Chronic  pulmonary  fibrosis 


of  peritonitis.^  The  length  of  bowel  wall  involved  can 
be  extensive.^ 

Therapy  ranges  from  observation  to  the  use  of  hyper- 
baric oxygen  and  antibiotics."*’^'^'  Hyperbaric  oxygen 
was  first  reported  to  be  effective  in  1977,  although  it  was 
first  proposed  in  1935."  The  principle  of  oxygen 
therapy  is  based  on  the  pressure  gradient  between 
oxygen  in  the  blood  versus  that  in  the  tissues.  The 
oxygen  in  the  blood,  being  at  a higher  concentration, 
diffuses  into  the  tissues  displacing  the  trapped  air.  The 
oxygen  then  diffuses  out  passively  thereby  liberating  the 
trapped  air.  This  theory  presumes  that  the  air  within 
the  cysts  in  PCI  is  mostly  nitrogen,  and  not  oxygen." 

Originally,  55%  to  75%  oxygen  concentrations  were 
used,  but  recently  concentrations  as  lov/  as  40%  for  5- 10 
days  have  been  shown  to  be  adequate.  ’ “ 

Antibiotic  therapy  is  based  on  the  presumption  that 
bacterial  overgrowth  is  the  cause  of  PCI."*’"* 
Metronidazole  has  been  used  successfully  in  PCI  with 
no  recurrence  of  gas  15  months  later  following  an  8 week 
course  of  therapy."* 

Complications  of  PCI,  including  hemorrhage,  vol- 
vulus, perforation  or  obstruction,  are  best  treated 
surgically."* 

SUMMARY 

We  have  presented  a case  of  pneumatosis  cystoides 
intestinalis  following  colonoscopic  polypectomy.  The 


diagnosis  was  confirmed  surgically  with  removal  of  the 
source  of  the  air  dissection.  Other  methods  have  been 
shown  to  be  as  effective  as  surgery  to  alleviate  this 
phenomenon,  but  the  risk  of  missing  a viscus  perfora- 
tion must  be  weighed  when  evaluating  the  patient. 
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The  Grass  is  Also  Green  in 
Montana 

Montana  physicians  enjoy  a unique  lifestyle  and  a 
high-level  of  professional  respect.  Sporting  the 
great  outdoors  and  lacking  big-city  hassles,  our 
rural  areas  offer  the  opportunity  to  work  in  modern 
facilities  with  other  top-notch  professionals. 

Call  to  discuss  the  needs  and  details. 

1-800-462-8112 

Ask  for  Cindy  Anderson,  or  send  a CV  to  Montana 
Hospital  Research  and  Education  Foundation, 

Box  5119,  Helena,  MT  59604. 
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Quality  Review  Process 

SDFMC  applies  generic  quality  screens,  as  required  by  HCFA,  to  all  cases  reviewed  retrospectively.  These 
screens  do  not  represent  standards  of  care  but  are  guidelines  that  a RRC  (nurse  reviewer)  may  use  to  determine 
whether  or  not  a physician  is  required  to  review  the  case.  From  the  information  in  the  medical  record, physician 
advisors  are  notified  when  there  is  a generic  screen  failure  and  they  are  requested  to  do  the  following: 

1.  Using  their  medical  judgment,  determine  if  a quality  of  care  concern  exists. 

2.  Describe  the  quality  of  care  concern. 

3.  Determine  the  preliminary  level  of  severity  attached  with  the  concern  (Severity  Level  I,  II,  or  III*). 

The  case  and  the  physician  advisor  findings  are  forwarded  to  SDFMC’s  Medical  Director.  If  the  second 
physician  review  performed  by  the  Medical  Director  or  his  designee  agrees  that  a potential  quality  concern  exists, 
SDFMC  will  mail  a copy  of  a preliminary  quality  of  care  concern  notice  to  the  appropriate  party.  A telephone 
call  is  also  placed  to  verbally  notify  the  responsible  party. 

The  preliminary  quality  of  care  concern  notice  indicates  to  the  responsible  party  what  the  concern  is  and  how 
additional  clarification  from  the  PRO  can  be  obtained.  A request  is  made  to  the  responsible  party  for  written 
clarification  within  30  days. 

Additional  information  provided  within  the  30  days  is  referred  back  to  the  original  physician  advisor.  If  the 
additional  information  does  not  alter  the  physician  advisor’s  impression  of  the  case,  then  the  case  is  forwarded 
to  SDFMC’s  Quality  Assurance  Committee. 

The  Quality  Assurance  Committee  conducts  monthly  meetings  to  review  all  cases  where  a preliminary  severity 
level  II  or  III  has  been  assigned.  A written  response  of  the  Quality  Assurance  Committee’s  findings  is  always 
provided  to  the  responsible  party,  whether  the  notice  is  reversed  or  upheld.  Seventy-five  days  from  the 
preliminary  notice  date,  a final  notice  is  issued  to  the  responsible  party  if  a quality  of  care  problem  has  been 
confirmed. 

Any  physician  wishing  to  visit  personally  with  the  Quality  Assurance  Committee  about  a notice  is  encouraged 
to  notify  the  Foundation  office. 


*Severity  Level  I - Confirmed  quality  problem  without  the  potential  for  significant  adverse  effects  on  the  patient. 
Severity  Level  II  - Confirmed  quality  problem  with  the  potential  for  significant  adverse  effects  on  the  patient. 
Severity  Level  III  - Confirmed  quality  problem  with  significant  adverse  effects  on  the  patient. 
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Richard  I.  Porter,  MD,  President,  South  Dakota  State 
Medical  Association 


South  Dakota,  What  a Great  Place  to 
Practice! 

And  Yours  Truly  has  figured  out  (as  I’m  sure  you 
have)  why  this  is  so!  Yet  the  many  reasons 
somehow  escape  adequate  description.  However,  just 
let  it  be  said:  IT’S  THE  DOCTORS  THAT  PRACTICE 
IN  SOUTH  DAKOTA  THAT  MAKE  SOUTH 
DAKOTA  SUCH  A GREAT  PLACE  TO  PRACTICE! 

One  reason  is  that  each  and  every  member  of  the 
Medical  Association  is  INVOLVED!  Whether  it  be  in 
their  own  community,  i.e.  church,  United  Way,  Boy 
Scouts,  etc.  or  as  a district  member/officer  of  the  As- 
sociation. Many  of  you  are  involved  at  the  state  level  as 
delegates,  council  members  or  serve  on  one  or  more  of 
the  many  committees  that  are  vital  to  the  organization. 

Also,  your  continued  desire  for  quality  medicine  and 
your  commitment  not  to  settle  for  anything  less  than  the 
best  medical  care  possible  for  your  patients  is  another 
reason  that  sets  South  Dakota  apart! 


At  the  annual  meeting  this  year  there  again  arose 
many  new  problems  (read  opportunities)  and  yet  this 
year,  as  in  years  past,  there  were  new  faces  and  just  as 
many  great  new  ideas  submitted  to  help  work  out  these 
problems. 

The  most  important  reason,  however,  was  seen  at  the 
proceedings  during  the  state  meeting  where  your  truly 
unselfish  interest  was  given  to  the  various  concerns  of 
your  fellow  members,  even  though  the  issues  might  not 
directly  have  affected  you  or  your  practice.  That  my 
friends  is  PROFESSIONALISM,  and  that’s  what  the 
Association  is  all  about!  # 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 

USAF 

HEALTH  PROFESSIONS 
COLLECT 
402-291-7426 


Editorial 


Recently,  I attended  a meeting  devoted  to  the 
topic  of  medicine  and  literature.  Much  of  this 
conference  was  focused  on  discussions  of  the  ways  in 
which  fiction  and  poetry  portray  medical  and  nursing 
practice.  This  is  an  intriguing  and  growing  field,  as  is 
attested  to  by  the  numerous  articles  and  essays  on  the 
topic  which  have  appeared  in  medical  and  literary  jour- 
nals. 

At  this  conference,  particular  emphasis  was  placed  on 
the  physician  as  writer  and,  indeed,  many  of  the  atten- 
dees were  physicians  interested  in  writing.  It  became 
apparent  to  me,  in  listening  to  the  discussions  and 
presentations,  that  a significant  number  of  physicians 
are  interested  in  writing  in  some  form.  For  many,  this 
interest  is  channeled  toward  work  on  scientific  articles. 
However,  many  other  physicians  dabble  in  works  of 
fiction,  poetry  and  various  types  of  nonfictional  narra- 
tives dealing  with  their  practiees.  Editors  from  several 
medical  journals  were  present  at  this  seminar  and 
stressed  the  outpouring  of  physician  interest  in  writing 
during  recent  years.  These  editors  acknowledged  that 
they  regularly  receive  large  numbers  of  submissions 
from  physicians  for  their  respective  columns. 

Perhaps  the  best  known  physician/writer  of  recent 
times  is  William  Carlos  Williams.  In  addition  to  his  busy 
medical  practice,  he  was  a prolific  writer  of  poetry,  short 
stories  and  longer  works  (including  an  autobiography). 
At  various  times,  his  success  in  writing  made  him  con- 
sider leaving  medicine.  However,  he  never  did  this. 
Much  of  the  reason  that  he  continued  to  practice  ap- 
pears to  have  been  his  conviction  that  his  patients  and 
the  experience  of  medical  practice  itself  served  as  the 
wellspring  and  inspiration  of  all  of  his  writings.  Con- 
temporary physician  writers  also  seem  to  draw  much  of 
their  creativity  from  their  medical  experiences.  John 
Stone,  MD,  is  a notable  example.  Trained  as  a car- 
diologist, he  remains  active  in  medical  practice  and 
medical  education  at  Emory  University.  He  regularly 
draws  on  his  experiences  in  medicine  as  sources  for  his 
writing.  An  example  of  his  ability  to  capture  medical 
images  and  truth  is  evident  when  he  notes  that  death  can 
come  on  — 

"suddenly  as  when 
someone  leaving 
a room 

finds  the  doorknob 
come  loose  in  his  hand."^ 

In  analyzing  their  practices,  physician/writers  seem  to 
regularly  stress  the  importance  of  the  patient’s  "story". 


This  personal  focus  (be  it  in  poetry,  short  story  writing, 
or  some  other  form)  serves  to  emphasize  the  impor- 
tance of  treating  each  patient  as  an  individual, 
important  entity,  and  also  the  importance  of  seeing  each 
patient  in  the  context  of  his  or  her  own  history,  values 
and  aspirations.  What  the  physician  recommends  and 
does  (or  does  not  do)  to  a patient  is  frequently  depend- 
ent on  the  variables  in  the  patient’s  specific  story.  As  an 
example,  attention  to  the  individual  patient’s  context 
might  lead  the  physician  and  patient  to  decide  not  to 
institute  a life-prolonging  treatment  which  might  be 
readily  accepted  and  helpful  to  most  other  patients. 

Physicians  can  find  their  lives  broadened  and  en- 
riched by  an  exposure  to  the  literature  of  medicine. 
Literature  not  only  provides  a respite  from  the  pres- 
sures and  demands  of  practice,  but  can  also  serve  to 
enhance  our  understanding  of  our  patients,  of 
ourselves,  and  of  the  complex  and  many-tiered,  ethical 
and  social  factors  which  comprise  the  clinical  setting. 
As  specific  example  of  such  literature,  I would  recom- 
mend the  JAMA’s  "Piece  of  Mind"  and  "Poetry"  series. 
Inevitably,  I think,  as  a physieian  becomes  interested  in 
such  literary  efforts,  an  insistent  demand  to  try  writing 
oneself  can  arise.  Such  writing,  arising  from  the  depth 
of  the  physician’s  challenging  experiences  in  medicine, 
can  serve  as  a catharsis  for  the  individual  doctor. 
Moreover,  it  can  prove  to  be  very  beneficial  for  one’s 
physician  peers.  A local  example  of  such  an  effort  is  the 
piece  which  Dr  Rosco  Dean  had  published  in  JAMA  on 
February  7th,  1986  — "When  Jennie  Took  to  Bed".  The 
abundant  comment  and  commendation  which  Dr  Dean 
received  from  this  piece  is  ample  testimony  to  the 
potential  power  and  effectiveness  of  physicians  choos- 
ing to  write  about  their  experiences  in  medicine.  In  the 
piece  that  follows.  Dr  Dean  again  demonstrates  the 
appeal  and  force  of  a medical  narrative. 

J.  W.  Freeman,  MD 
Editor 

1.  Mukand  J:  Death.  Sutured  Words,  Aviva  Press,  1987. 

The  Good  Old  Days? 

Roscoe  E.  Dean,  MD 
Wessington  Springs,  SD 

It  was  a warm  summer  day  forty  years  ago  when  two 
carpenters  carried  a fellow  workman  into  my  of- 
fice. The  patient,  Orville  Peterson,  was  being  carried  in 
a sitting  position  on  an  improvised  seat  formed  by  the 
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crossed  arms  and  clasped  hands  of  his  two  friends. 
Orville  had  a spiral  fracture  of  the  left  femur  with 
displacement. 

When  there  was  need  of  an  ambulance  in  those  days, 
the  local  undertaker  was  called.  He  drove  a long  black 
hearse  with  windows  on  each  side. 

It  was  obvious  that  the  injury  could  only  be  treated 
adequately  in  a hospital  and  at  my  request,  the  nurse 
called  for  help.  I gave  Orville  one-fourth  grain  of  mor- 
phine, manipulated  the  leg  into  fair  alignment  and 
applied  a splint.  With  the  help  of  the  undertaker  we 
carefully  slid  a stretcher  with  Orville  on  it  into  the 
improvised  ambulance,  and  started  them  for  Mitchell 
(a  drive  of  55  miles)  where  most  of  the  surgical  cases 
went  in  those  days.  Leaving  town  the  driver  drove  by 
the  local  bakery,  where  a girl  was  arranging  pastry  in  the 
showcase.  By  that  time  Orville  was  feeling  no  pain.  He 
saw  a friend,  raised  up  on  an  elbow  and  waved.  The 
young  lady  in  the  bakery  glanced  out  of  the  window,  saw 
the  hearse  and  the  waving  passenger.  She  shrieked  and 
fainted. 

The  owner  of  the  bakery,  Leonard  Miller,  ran  out  of 
the  kitchen,  saw  his  employee  unconscious  and  quiver- 
ing on  the  floor.  He  also  glanced  through  the  window 
and  saw  the  funeral  car.  Miller  shouted  to  his  wife,  "Call 
the  doctor!".  She  did. 

I ran  up  the  street  with  my  ever  ready  bag  and  into  the 
kitchen  where  the  girl  had  been  carried.  She  was  begin- 
ning to  respond.  Mr  Miller  supposing  the  hearse  was 
carrying  the  body  of  someone  the  girl  knew,  asked 
solicitously,  "Who  died?".  She  sobbed,  "I  don’t  know, 
but  he  waved  at  me". 

I charged  Mr  Peterson  ten  dollars  and  I believe  the 
funeral  director  charged  fifteen  for  the  ambulance  trip. 

* H:  » 

The  country  doctor  who  delivered  me  (the  first  of 
three  boys)  in  a farm  home  near  Wessington  Springs, 
welcomed  me  when  I returned  to  that  country  town  to 
recover  from  pulmonary  tuberculosis. 

I had  developed  a lesion  in  my  right  lung  while  serving 
as  pathology  and  then  surgery  resident  at  Ancker 
Hospital  (now  Ramsey  County  General)  in  St.  Paul. 
There  was  a need  here  and  against  the  advice  of  my 
physician.  Dr  Everett  Geere,  and  other  associates,  I 
took  care  of  a few  emergencies  and  soon  was  seeing 
twenty  to  thirty  patients  a day. 

The  city  fathers  converted  a beautiful  1920  vintage 
home  into  a hospital.  The  initial  cost  was  $40,000  plus 
donations.  Dr  Terence  McManus  joined  me  and  Dr 
Paul  Hohm  helped  with  surgery.  It  was  a place  where 
new  citizens  arrived  and  elders  departed  with  T.L.C. 
(tender  loving  care)  at  both  ends  of  life’s  spectrum. 

* S:  * 

One  of  my  most  poignant  memories  is  of  a wonderful 


Scandinavian  lady  who  had  immigrated  to  the  United 
States  after  she  was  an  adult.  The  English  language  was 
not  easy  for  her.  The  lady  was  hospitalized  with  a 
terminal  illness.  She  insisted  that  I tell  her  how  long  she 
might  expect  to  linger.  I sat  by  her  bed  and  explained 
that  I did  not  know,  but  if  there  were  important  things 
she  wanted  to  attend  to  I would  help. 

She  thought  for  a moment  and  then  said,  "Vel,  I am 
ten  dollars  behind  on  my  church  pledge".  That  evening 
when  I made  rounds,  there  was  a ten  dollar  bill  on  her 
bedside  table.  She  pointed  to  it  and  said,  (with  a flicker 
of  a smile),  "Vel  der  vas  a lady  from  da  office  here  today 
and  said  my  time  vas  up". 

* * * 

I am  now  retired  but  of  course  I take  a keen  interest 
in  things  connected  with  medical  care.  Recently  when 
I heard  a great  noise  at  the  hospital  (incidentally  it’s  a 
beautiful  new  health  care  complex  now),  I drove  up  to 
my  old  parking  spot  and  watched.  A helicopter  was 
idling  on  the  front  lawn  and  an  accident  victim  with 
multiple  injuries  was  being  loaded  for  transfer  to  Sioux 
Falls. 

Orville  Peterson’s  fractured  femur  was  treated  with 
traction.  He  was  hospitalized  about  six  weeks.  Frac- 
tures the  accident  victim  had,  probably  were  corrected 
surgically  and  she  could  have  been  discharged  or  moved 
to  another  level  of  care  in  two  weeks. 

In  1842,  Alfred  Lord  Tennyson  wrote  — 

Quoth  Mort  d’  Arthur  from  the  Barge  — 

The  old  order  changeth 
yielding  place  to  the  new 

Tennyson  also  left  posterity  the  immortal  message: 
Sunset  and  evening  star 
And  one  clear  call  for  me 
And  let  there  be  no  moaning  at  the  bar 
When  I put  out  to  sea/ 

1.  Tennyson’s  Idylls  of  Tlie  King,  edited  by  William  J.  Ralfe,  1896. 

This  sponsor  ad  is  being  run  again  because  it  was  printed 
wrong  in  the  June  issue. 


PARKSIDE 

Adolescent  and  Adult 
Alcohol/Drug  Services 

Inpatient,  Outpatient,  Intervention,  Family  Programs 

"Tlie  Healing  Begins  The  Moment  You  Call" 

24  Hour  Assistance 

4201  S Minnesota  Ave,  Sioux  Falls,  SD  57105 
(605)  331-2000  1-800-952-7777 
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Auxiliary  News 


Mollie  O.  Krafka,  President,  South  Dakota  State 
Medical  Association  Auxiliary 


Hello  again!  Well,  the  convention  is  over,  and  the 
new  "team"  has  gone  forth  while  the  old  "team" 
has  gone  home  relieved  that  it  is  finished.  The  Catch  22 
is  that  much  of  the  new  team  is  recycled  old  team!  It  is 
an  ecological  approach,  to  be  sure,  in  a state  where 
there  are  fewer  people  to  do  the  tasks  required  and 
desired  by  Auxiliary.  It  is  gratifying  that  the  repeaters 
are  willing  to  give  of  themselves  again  and  again. 
Without  that  dedication,  it  is  difficult  to  imagine  an 
auxiliary  that  could  generate  the  results  that  ours  has 
and  does  year  after  year  with  fewer  than  500  members. 
A good  example  is  the  fact  that  our  fund-raising  for 
AMA-ERF  last  year  placed  us  third  in  the  nation  on  a 
per  capita  basis!!!  We  can  be  and  should  be  proud  of 
our  accomplishments,  but  we  are  also  pooped!  Still,  we 
are  charged  with  proceeding.  So  What?  So... I have 
chosen  SELF-CARE  as  the  focus  for  the  1991- 1992  year 
in  the  SDSMAA.  We  must  care  for  ourselves  too  as  we 
continue  to  care  for  the  "quality  of  life  and  health  for 
all  people",  as  Sherry  Strebel,  president-elect  of  the 
AMA  Auxiliary,  said  when  she  spoke  to  us  at  the  con- 
vention just  past. 

In  addition,  SELF-CARE  is  an  extension  of  Jackie 


Sling.sby’s  theme  of  FAMILY  for  the  last  year.  Each  of 
our  families  is  a unit  comprised  of  individual  selves; 
each  of  whom  must  develop  a strong  sense  of  worth  and 
learn  self-care  to  thrive.  As  caretakers  in  our  medical 
marriages,  auxilians  are  all  too  often  overlooking  our 
own  care.  That  can  have  terrible  consequences  for  the 
health  of  each  of  us  individually,  but  it  further  prevents 
us  from  doing  another  important  part  of  our  job  in  our 
families;  that  of  modeling  (in  the  sense  of  setting  an 
example)  healthy  behavior  for  our  children  and  others. 
Otherwise,  they  may  not  properly  value  or  take  proper 
care  of  themselves.  We  teach  to  a great  extent  by  what 
we  do.  We  must  practice  good  self-care,  and  hopefully 
we  will  be  teaching  it  to  those  we  love.  It  is  essential  for 
a good,  long,  healthy  and  happy  life.  That  is  what  I want 
for  all  of  us  because  I care! 

Then  too,  in  addressing  the  very  real  challenge  of 
membership  recruitment  and  retention,  a self-care  ad- 
dition to  our  perspective  is  one  answer  to  the  question 
we  hear  so  often  from  those  who  are  deciding  whether 
or  not  to  join  us.  They  ask  what’s  in  it  for  them.  This 
offering  can  benefit  us  in  all  areas  of  our  lives.  It  can 
serve  as  an  idea  for  topics  for  meetings  that  interest  and 
educate  us.  Thus,  it  can  enable  us  to  strengthen  our 
future  as  an  organization  as  well  as  individuals. 

It  also  makes  sense  because  — "Of  all  the  people  you 
will  know  in  a lifetime,  you  are  the  only  one  you  will 
never  leave  or  lose." 

Jo  Courdet 
Advice  From  a Failure 


For  a fascinating  look  at  why  we  do  what  we  do.  I 
suggest—  Feminity,  a book  by  Susan  Brownmiller 

Ecologically  speaking  — According  to  the  Nature 
Conservancy,  by  the  year  2000,  20%  of  all  Earth’s 
species  could  be  lost  forever.  Please  don’t  let  yourself 
be  one  of  the  lost!  # 
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Many  patients  may  be  risking  their  health  by 
combining  prescriptions  and/or  OTCs  that  shouldn't 
be  mixed.  Uninfomied  medicine  use  is  risky.  Espe- 
cially for  older  patients. 


Please  .send  me  a free  Medicine  Coun.seling  Kit. 


Name 


Counseling  patients  about  all  their  medicines 
improves  their  odds  of  getting  well  and  staying  well 

Write  to  NCPIE  for  a free  medicine 
counseling  kit. 

EVERYONE  WINS  WHEN  YOU  TAL 


Ogani/alion 


City  State  Zip 

Mflil  ti>; 

National  Council  on  Patient  Infomiation  and  Education 
666  Eleventh  Street,  NW.  Suite  SKI,  Washington.  DC  20001 
To  lax  your  request  --  (202)  63S-077.^ 
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University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education,  service 
and  research  for  South  Dakotans' 


Port-A>Cath:  A Study  of  Complication  Rates 

Michael  O.  Robinson,  MD^ 

Patricia  Halverson,  RN^ 


ABSTRACT 

Venous  access  can  be  a diillcult  problem  lor  patients  receiving  intravenous  medications,  such  as  chemotherapy, 
over  long  periods  of  time.  Totally  implanted  venous  access  devices,  such  as  the  Port-A-Cath  TM  (Pharmacia  Deltec, 
St.  Paul,  MN)  have  been  introduced  as  a solution  to  the  problem  of  venous  access.  These  devices  are  marketed  as 
a safe,  reliable  method  of  venous  access.  Between  January  1986  and  December  1988,  one  hundred  sixty  patients  had 
Port-A-Caths  implanted  at  Sioux  Valley  Hospital.  The  medical  records  of  these  patients  were  reviewed  to  determine 
the  type  and  rates  of  complications  w ith  the  Port-A-Cath.  Complications  included  pneumothoracies,  extravasation 
of  injected  substances,  difliculty  aspirating  blood,  occlusion  and  sepsis.  This  article  describes  the  results  of  our 
study  and  a review  of  the  literature. 


Since  its  introduction  in  the  early  1980s,  the  Port- 
A-Cath  implantable  venous  access  device  (PAC; 
Pharmacia  Deltec,  St.  Paul,  MN)  has  become  an  in- 
creasingly popular  solution  to  the  problem  of  venous 
access  in  patients  with  cancer.  Previous  studies  at 
various  institutions  have  demonstrated  the  safety  and 
usefulness  of  totally  implantable  system.  (Mediport 
TM  and  Port-A-Cath  TM).  Patient  acceptance  was 
good  due  to  improved  appearance  and  less  complicated 
care  of  the  device. We  reviewed  our  experience  with 
160  Port-A-Caths  implanted  between  January  1986  and 
December  1988. 

Port-A-Cath  Procedures: 

The  Port-A-Cath  is  a totally  implantable  venous  ac- 
cess device  that  consists  of  a stainless  steel  port  with  a 
self-sealing  silicone  septum.  The  port  is  connected  to  a 
silicone  catheter  with  a slip  ring.  (Figure  1)  The  Port- 
a-Cath  system  is  surgically  implanted  in  the  upper 
anterior  chest.  The  catheter  is  inserted  into  either  the 
cephalic  or  jugular  vein.  Venous  access  is  gained  by 
inserting  a Huber-point  needle  through  the  overlying 
skin  and  into  the  port.  This  needle  is  specially  con- 
structed to  prevent  coring  of  the  silicone. 


1.  Oncology  Medical  Director,  Assistant  Professor  of  Medicine,  USD 
School  of  Medicine,  Sioux  Valley  Hospital,  Sioux  Falls,  SD. 

2.  Oncology  Head  Nurse,  Sioux  Valley  I lospital,  Sioux  Falls,  SD. 


Figure  1 

PORT-A-CATH  ^ 

Implantable  Access  Systems,  Pharmacia  Deltec  Inc,  St.  Paul, 
MN. 

Accessing  the  port  is  done  under  strict  aseptic  tech- 
nique. The  site  is  dressed  using  2x2  gauze  tucked  under 
the  needle  for  support  and  covered  with  transparent 
dressing.  (Figure  2)  For  long-term  therapy,  the  Huber 
needle  is  changed  every  seven  days.  The  dressing  is  also 
changed  weekly  or  as  necessary  when  soiled  or  wet. 
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PORT-A-*#TH® 
Accessing  Th^  System 


Figure  2 


METHODS 

During  the  study  period,  one  hundred  and  sixty  adult 
patients  had  Port-A-Caths  implanted  for  venous  access. 
All  but  one  of  the  160  devices  were  implanted  to 
facilitate  chemotherapy  administration,  antibiotic  ad- 
ministration, blood  administration,  or  blood  sampling. 
One  was  implanted  for  high  dose  potassium  chloride 
administration.  The  Port-A-Caths  were  used  for  one 
month  to  over  two  years. 

Members  of  the  oncology  nursing  quality  assurance 
committee  reviewed  medical  records  to  determine  the 
incidence  of  complications.  The  review  process  was 
both  retrospective  and  concurrent.  The  oncology  unit 
quality  assurance  analyst  (also  a committee  member) 
reviewed  the  medical  records  of  patients  hospitalized 
during  the  study.  All  data  were  reviewed  by  the  authors. 

Criteria  for  the  review  process  were  approved  by  the 
interdisciplinary  cancer  committee.  Four  areas  of  com- 
plication  were  included  for  review:  infection, 
pneumothorax  after  insertion,  extravasation,  and 
catheter  malfunction. 

STUDY  RESULTS 

In  the  area  of  infection,  if  two  or  more  local  symptoms, 
(ie.  warmth,  induration,  erythema,  tenderness, 
drainage,  or  positive  culture  from  the  site  were  noted, 
or  if  there  was  a positive  blood  culture  or  a presumed 
diagnosis  of  bacteriemia  secondary  to  the  Port-A-Cath 
made  by  the  physician)  the  medical  record  was  referred 
to  the  infection  control  department  for  a secondary 
review.  In  that  department,  the  record  was  reviewed  to 
determine  whether  there  was  truly  a local  infection 
and/or  whether  the  systemic  infection  was  due  to  the 
Port-A-Cath  or  some  other  cause. 

Our  study  demonstrated  no  cases  (0%)  of  local  infec- 


tion and  one  case  (0.6%)  of  sepsis  which  required  the 
removal  of  the  Port-A-Cath.  In  this  case,  blood  cultures 
drawn  peripherally  and  through  the  Port-A-Cath 
remained  positive,  even  with  continued  administration 
of  antibiotics.  After  the  removal  of  the  port,  cultures 
were  negative. 

This  incidence  of  pneumothorax  was  the  second  area 
addressed.  The  severity  of  the  pneumothorax  deter- 
mined if  treatment  was  required,  ie.  chest  tube 
placement.  Since  our  patients  routinely  have  a chest 
x-ray  after  insertion  of  a Port-A-Cath,  the  incidence  of 
this  complication  was  easy  to  determine.  When  found, 
a pneumothorax  was  classified  as  minor  (no  treatment 
required)  or  major  (treatment  required,  ie.  insertion  of 
chest  tube).  Six  (3.8%)  cases  of  pneumothorax  as- 
sociated with  insertion  were  found:  two  minor  and  four 
major. 

The  third  area  reviewed  was  the  incidence  of  ex- 
travasation. This  complication  occurred  in  three 
(1.9%)  cases  - two  with  doxorubicin  and  one  with  potas- 
sium chloride.  The  patient  receiving  potassium 
chloride  needed  a longer  needle  for  accessing  the  port. 
The  internal  tubing  retracted  and  separated  from  the 
port  on  one  of  the  patients  receiving  doxorubicin,  this 
allowed  the  drug  to  extravasate  into  the  tissues  sur- 
rounding the  port.  The  tubing  was  replaced  and  no 
further  problems  were  encountered.  The  second 
patient  with  a doxorubicin  extravasation  had  the  Port- 
A-Cath  removed  and  replaced  before  the  next  dose  of 
chemotherapy.  The  reason  for  the  extravasation  was 
unclear.  Other  than  initial  erythema  and  induration 
around  the  Port-A-Cath  sites,  no  other  problems  were 
noted  after  the  extravasations. 

Other  complications  included  inability  to  aspirate 
blood  and  catheter  occlusion.  In  twenty-two  (13.8%) 
cases,  there  was  difficulty  aspirating  blood  for 
laboratory  studies.  This  did  not  prohibit  infusing  fluids 
or  blood,  and  in  some  cases,  blood  could  be  aspirated 
after  fluid  had  infused  for  a few  hours.  No  dye  studies 
were  performed,  so  it  is  unknown  if  the  catheters  had 
thrombosis  present.  Urokinase  was  not  given  to  these 
patients.  There  were  eight  (5%)  cases  of  occlusion,  but 
this  problem  was  resolved  in  all  but  one  with  the  use  of 
urokinase  through  the  port.  One  occluded  port  had  to 
be  removed  after  personnel  failed  to  heparinize  it. 

Two  other  Port-A-Caths  had  to  be  removed  in  addi- 
tion to  the  three  (one  for  sepsis,  one  after  extravasation, 
and  one  for  unresolvable  occlusion)  noted  previously. 
One  was  removed  because  of  fibrous  constriction  of  the 
internal  tubing,  and  the  second  eroded  through  the  wall 
of  the  superior  vena  cava  (with  no  significant  complica- 
tion). All  patients,  except  the  one  with  sepsis,  had 
another  Port-A-Cath  implanted. 
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Table  I 

Comparison  of  Complications 


STUDY  #PATIENTS 

DIFFICULTY 

SEPSIS 

OCCLUSION 

PNEMOTHORAX 

EX1RAVASA 

ASPIRATING 

Halverson/Robinson 

160 

22(13.8) 

1(0.6) 

7(43) 

6(3.8) 

3(1.9) 

Sioux  Valley  Hospital 
Sioux  Falls,  SD 

Anker 

87 

NR 

0 

1(1.1) 

NR 

1(1.1) 

Barrios 

218 

-(5.0) 

5(2.2) 

3(1.4) 

4(1.8) 

2(0.9) 

Jewish  Hospital 

St.  Louis,  MO 

Franceschi 

73 

NR 

6(8.2) 

5(6.8) 

NR 

1(13) 

Fairview  General  Hosp. 
Cleveland,  OH 

Leclerc 

50 

6(12.0) 

6(12.0) 

3(6.0) 

0(0) 

1(2) 

Royal  Victoria  Hospital 
Montreal,  PQ 

Moore 

230 

NR 

12(5.2) 

6(2.6) 

NR 

15(6.5) 

New  Eng.  Deaconess  Hosp. 

Boston,  MA 

Rapelaer  van  Driel 

49 

7(14.2) 

2(4.0) 

4(8.0) 

0(0) 

NR 

University  Hospital  Leiden 

Leiden,  the  Netherlands 
Strum 

32 

NR 

1(3.1) 

7(21.5) 

NR 

0 

Brotman  Medical  Center 
Culver  City,  CA 

van  Groeningen 

37 

NR 

2(5.4) 

1(2.7) 

6(16.2) 

NR 

* 


()-% 

NR  - Not  reported 
^Institution  name  not  available 


DISCUSSION 

In  our  review  of  the  literature,  we  found  that  the 
complication  rate  for  Port-A-Caths  in  our  institution 
was  similar  to  the  complication  rate  in  other  similar 
studies. 

The  sepsis  rate  at  this  institution  was  0.6%,  whereas 
Anker,  in  a study  of  87  patients,  found  no  evidence  of 
infection.^  However,  the  0.6%  rate  was  significantly 
lower  than  rates  reported  by  Leclerc  (12%),  Franceschi 
(8.2%,  and  Moore  (5.2%).  Comparison  of  these  rates 
may  be  somewhat  questionable  since  there  is  not  a clear 
definition  of  catheter  related  sepsis,  suspected  catheter 
related  sepsis  or  sepsis  unrelated  to  the  port.  Leclerc 
did  not  define  these  terms  but  noted  that  four  of  the  six 
patients  who  developed  sepsis,  did  so  within  eighteen 
days  of  implantation,  suggesting  contamination  that 
probably  occurred  during  the  peri-implantation,  sug- 
gesting contamination  that  probably  occurred  during 
the  peri-implantation  period.^  Franceschi  used  cul- 
tures from  blood  and  from  aspirates  from  the 


• • 3 

Port-A-Cath  to  determine  catheter-related  sepsis.  In 

Moore’s  study,  catheter-related  sepsis  was  indicated  by 
positive  cultures  from  the  implantable  device,  while 
non-catheter  related  sepsis  was  indicated  by  positive 
peripheral  blood  cultures  but  negative  cultures  from  the 
implantable  catheters.  Positive  cultures  from  the  im- 
plantable catheter  was  also  the  indicator  of 
catheter-related  sepsis  in  the  present  study. 

Catheter  insertion  induced  pneumothorax  is  a surgi- 
cal complication  related  to  the  insertion  procedure 
mentioned  in  the  literature.^'^’^’^ 

Leclerc  and  Repelaer  van  Driel  reported  0%  rate  of 
pneumothorax;  while  at  this  institution  the  rate  was 
3.8%."*’^  van  Groeningen  reported  a 16.2%  rate,  which 
suggests  an  institution  related  phenomenon  specific  to 
insertion  technique.  The  literature  suggests  that  the 
procedure  used  for  insertion  definitely  correlates  with 
the  rate  of  pneumothorax.^’'^ 

The  extravasation  rate  at  this  institution  was  1.9%. 
Two  larger  studies,  Barrios  (218  patients)  and  Moore 
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(230  patients)  reported  rates  of  0.9%  and  6.5%  respec- 
tively.*’^ Moore  suggested  several  reasons  for 
extravasation:  1)  dislodgement  of  the  Huber  needle;  2) 
separation  of  the  catheter  from  the  port;  and  3)  throm- 
bosis of  the  vein  near  the  tip  of  the  catheter  which  could 
cause  the  flow  of  infusate  to  be  deflected  along  the 
outside  wall  of  the  catheter  to  the  vein  insertion  site.* 


Our  occlusion  rate  of  4.3%  was  higher  than  the  1.4% 
reported  by  Barrios.  Our  rate  was  lower  than  8.0% 
reported  by  Repelaer  van  Driel,  the  6.8%  by  Franceschi, 
and  the  21.5%  reported  by  Strum.”*’^’^  Strum  noted  the 
seven  occlusions  in  their  study  occurred  in  patients  with 
a small  bore  (0.51  mm  diameter)  catheter  in  place.  Two 
of  these  clots  were  lysed  with  urokinase,  but  four 
patients  required  surgical  replacement  of  the  clotted 
catheter.  The  other  patient  was  moribund  and  was  not 
a surgical  candidate  even  though  urokinase  was  unsuc- 
cessful in  declotting  the  catheter.^ 


One  cause  of  catheter  malfunction  not  addressed  in 
this  study,  but  referred  to  in  the  literature,  is  venous 
thrombosis.  A clot  may  form  at  the  tip  of  the  catheter 
or  around  the  body  of  the  catheter.  Migration  of  the 
catheter  into  an  inadequate  vessel  might  contribute  to 
this  clot  formation.  Low  doses  of  streptokinase  or 
urokinase  appear  to  resolve  this  complication.*’"'*** 
Difficulty  aspirating  blood  is  another  malfunction 
noted  in  the  literature.  In  our  study,  the  rate  was  13.8% 
while  Barrios,  Leclerc,  and  Repelaer  von  Driel 
reported  less  than  5%,  12%,  and  14.2%  respective- 
ly. A cause  of  this  might  be  the  formation  of  a fibrin 

sheath  around  the  catheter  which  acts  as  a flap  valve, 
low  dose  urokinase  infusion  has  been  successful  in 
resolving  this  problem. 10  Another  cause  might  be 
blockage  of  the  tip  of  the  catheter  by  the  venous  wall. 
Flushing  of  the  catheter  before  blood  drawing  some- 
times resolves  that  situation. 


CONCLUSION 


Our  study  demonstrated  relatively  few  complications 
in  the  160  patients  who  had  Port-A-Caths  implanted  at 
Sioux  Valley  hospital.  The  relatively  low  complication 
rates  compares  favorably  with  similar  studies  reported 
in  the  medical  literature.  We  conclude  that  implantable 
ports  are  a safe,  reliable  method  of  venous  access. 
Implantation  of  one  of  these  devices  should  be  given 
serious  consideration  when  venous  access  become  a 
problem  for  the  patient. 
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This  h Your  Medicd^^^^ 


Dr  Tom  Deun,  family  practice  physician  in  Wessington 
Springs  received  the  National  Health  Service  Corps 
(NHSC)  Distinguished  Alumnus  Award  during  the 
recent  National  Rural  Health  Association’s  annual 
conference  in  Seattle,  Washington. 

The  award,  the  first  of  its  kind,  was  inscribed  with  the 
citation  "for  exemplary  contribution  to  NHSC  mission 
of  improving  access  to  primary  health  care  to  those  most 
in  need".  Dr  Dean  served  in  the  NHSC  from  1975  to 
1983. 


John  Stransky,  MD,  family  practice  physician  in 
Watertown,  received  an  award  from  the  South  Dakota 
Hospice  Organization  at  their  state  convention  in  Rapid 
City.  Dr  Stransky,  medical  director  of  Prairie  Lakes 
Hospice,  was  recognized  for  his  dedicated  service  to 
hospice  for  the  past  10  years. 

^ ^ ^ 

A Watertown  family  practice  physician.  Dr  Gerald 
Ti-acy,  was  honored  at  a morning  luncheon  at  the 
Watertown  Senior  High  School.  Dr  Tracy  organized 
and  conducted  physical  examinations  at  the  school  for 
30  years. 

Elected  to  McKennan  Hospital’s  Medical  Executive 
Committee  was  family  practice  physician,  Patricia 
Peters,  MD,  of  Sioux  Falls.  Dr  Peters, 
secretary/treasurer  of  the  Executive  Committee,  is  a 
member  of  the  South  Dakota  State  Medical  Association 
and  the  American  Association  of  Family  Practitioners. 

Dr  David  Yecha  of  Gettysburg,  has  completed 
continuing  medical  education  requirements  to  retain 
active  membership  in  the  American  Academy  of  Family 
Physicians. 


A Scotland  surgeon.  Dr  Manuel  Ramos,  has  been 
accepted  for  membership  in  the  Society  of  American 
Gastrointestinal  Endoscopic  Surgeons.  This  was 
announced  during  the  1991  scientific  session  and 
postgraduate  course  on  "Advances  in  Laparoscopic 
General  Surgery"  held  in  Monterey,  California. 

Yankton  physician,  Dr  David  Smith,  chief  of  medicine 
at  the  South  Dakota  Human  Services  Center  and 
professor  of  family  medicine  and  psychiatry  with  the 


USD  School  of  Medicine,  has  been  asked  to  co-chair  a 
consensus  conference.  The  topics  of  the  conference 
will  include  discussion  of  proposed  federal  guidelines 
for  use  of  tranquilizers  and  sedatives  in  nursing  homes. 

Dr  Smith  serves  as  a board  member  of  the  American 
Medical  Directors  A.ssociation  and  is  currently  editing 
a textbook  on  geriatric  psychopharmacology. 

(continued  next  page) 
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(continued  from  previous  page) 

^ Hi  ^ ^ 


by  Wyeth-Ayerst  Laboratories.  The  Norplant  System  is 
a new  contraceptive  option  available  for  women. 


William  Bormes,  MD,  medical  director  for  the 
Worthmore  Treatment  Center  in  Aberdeen  and 
Mitchell,  was  certified  by  the  American  Society  of 
Addiction  Medicine  at  the  Society’s  annual  meeting  in 
Boston.  Dr  Bormes  is  one  of  only  four  South  Dakota 
physicians  to  attain  this  certification. 

^ 4:  ^ ^ 

Brookings  physician,  Bruce  Lushbough,  MD,  was 
awarded  membership  in  the  American  College  of 
Physician  Executives.  Dr  Lushbough,  who  has  served 
as  medical  director  of  Brookview  Manor  and  as  medical 
director  of  United  Methodist  Retirement  Center  for 
over  30  years,  is  a board  certified  family  practice 
physician.  He  recently  graduated  in  Administrative 
Medicine  from  the  University  of  Wisconsin  in  Madison, 
Wisconsin. 


* H:  * * ^ 

Pat  Matters,  MD,  internist  in  Mitchell,  and  Melanie 
Schramm,  DO,  general  practitioner  in  Burke,  are  now 
certified  to  implant  and  remove  the  new  five-year  birth 
control  system,  Norplant. 

Before  physicians  can  be  certified  to  perform  this 
procedure  they  must  attend  the  training  session  offered 


$ « * 

Drs  Dileep  Bhat  and  Sandro  Visani,  urologists  in 
Mitchell,  recently  completed  a prostate  ultrasound 
seminar.  The  one-day  seminar  provided  participants 
an  overview  of  established  and  more  recently  developed 
approaches  to  ultrasound  of  the  prostate.  It  included 
instruction  on  scanning  techniques,  normal  and 
abnormal  ultrasound  patterns  and  the 
ultrasound-guided  biopsy  techniques.  # 
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Austin  Medical  Clinic,  PA 

We  are  a growing,  20  physician 
multi-specialty  group  recruiting 
BC/BEphysicians  in  the  following 
specialties: 

• Internal  Medicine 

• Family  Practice 

Guaranteed  first  year  salary  with  incentive 
program,  signing  bonuses,  and  excellent 
fringe  benefit  package. 

Located  in  Southeastern  Minnesota, 
Austin  is  a progressive  community  of  23,000 
with  public  and  parochial  schools  and  an 
excellent  higher  education  system. 

Call  or  send  CV  to: 

Richard  Graber 
Administrator 
Austin  Medical  Clinic,  PA 
1000  First  Drive,  NW 
Austin,  MN  55912 
507-433-7351 


Family  Physicians 


Gundersen  Clinic:  A tradition 
of  teamwork  since  1891. 

The  Gundersen  tradition  began  in  1891.  And  it  is  still  alive 
today.  Its  an  exceptional  standard  of  medical  care  deliv- 
ered by  a highly  qualified  group  of  physicians  representing 
92  specialties  and  subspecialties. 

As  we  continue  to  meet  the  demands  of  our  expanding 
patienf  base.  Family  Physicians  are  needed  to  join  several  of 
our  community  clinics  located  throughout  Iowa,  Minnesota 
and  Wisconsin.  The  Gundersen  advantages  include: 

• Excellent  coverage  and  call  schedules 

• Easy  access  to  specialists  and  subspecialists 

• Guaranteed  salaries 

• Comprehensive  benefits  packages  and  pension  plans 

• Paid  malpractice  insurance 

• Established  and  economically  sound  clinic 

• No  investment  required 

Become  part  of  our  tradition  as  we  celebrate  our  100th  Anni- 
versary. Call  Tim  Skinner,  Manager,  Physician  Recruitment, 
COLLECT  at  1-608-782-7300.  Or  send  your  CV  to:  Philip 
J.  Dahiberg,  M.D.,  Chairman,  Personnel  Committee, 
Gundersen  Clinic,  1836  South  Avenue,  Dept.  SD-5,  La 
Crosse,  Wl  54601.  An  equal  opportunity  employer 

1 8 9 1 - 1 9 9 1 

DC 

Gundersen  Clinic,  Ltd 


Infectious  Disease  Update 
In  Clinical  Practice 

Holiday  Inn  Rushmore  Plaza 
Rapid  City,  South  Dakota 
January  23-24, 1992 

Third  Annual  Conference  Sponsored  By: 
Department  of  Internal  Medicine 
University  of  South  Dakota 
School  of  Medicine 
and 

Rapid  City  Regional  Hospital 

Physicians,  nurses,  hospital  epidemiologists,  phar- 
macists and  all  students  are  encouraged  to  attend 

Contact: 

Brian  T.  Hurley,  MD 
Department  of  Internal  Medicine 
USD  School  of  Medicine 
PO  Box  5046 

Sioux  Falls,  SD  57117-5046 


EMIRCENCY  MEDICAL  PHYSICIANS.  PC 


Progressive  physi- 
cian owned  organ- 
ization has  fuli-time 
positions  available 
for  emergency  physicians  in  several  north- 
western communities  including  Sioux  Falls  and 
Yankton,  South  Dakota,  Casper  and  Cheyenne, 
Wyoming  and  Pasco,  Washington.  Competitive 
compensation  plus  an  excellent  benefit  pack- 
age including  malpractice,  health,  disability  and 
life  insurance  as  well  as  profit  sharing  and  CME 
benefits.  Flexible  schedules,  attractive 
communities  to  provide  exceptional  working 
and  living  conditions,  exciting  recreational 
opportunities. 

Contact:  Janet  Cowley 

Recruitment  Coordinator 
BMP,  PC 

(307)  632-1436/FAX  (307)  635-4642 
P.O.  BOX  805 
Cheyenne,  WY  82003 
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Family  Practice  Physicians 

Opportunity  for  two  FP  physicians 
to  develop  a general  practice  in  a new 
clinic  located  in  a quality-life  com- 
munity of  10,000  in  Northwest  Iowa. 
Full  service  hospital  and  specialist 
support  available  on  site;  room  in 
clinic  to  grow.  Excellent  guaranteed 
annual  salary,  incentives  and 
management  options  provided. 

Contact: 

Jim  France 
Williams  & Company 
PO  Box  268 
Sioux  City,  Iowa  51102 
or  call: 

1-800-666-4041 


Family  Practice  - Hospital 
Sponsored  Clinic  Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is 
seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The 
administrative  burdens  of  medical 
practice  will  be  minimized  in  this 
hospital-managed  clinic.  The  hospital 
has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes 
base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and 
student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact: 

Kari  Wangsness,  Associate 
The  Chancellor  Group,  Inc. 

France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 


PHYSICIAN 

Family  Practice  physician,  BC/BE,  needed 
to  provide  primary  ambulatory  health 
care  in  a free  standing  student  health 
service  with  its  own  lab  facilities  for  a 
student  population  of  10,000  at  the 
University  of  Wisconsin  - Eau  Claire. 
Minorities  and  women  encouraged  to 
apply.  Attractive  salary  and  fringe  benefit 
package,  including  malpractice  insurance. 
Send  resume  plus  three  references  to: 

Shelley  Bratholdt,  RN,  CANP 
Director  of  University  Health  Service 
University  of  Wisconsin  - Eau  Claire 
Eau  Claire,  WI  54701 
(715)  836-4311 

EEO/AA 


Family  Practice  Physician 

The  University  of  South  Dakota  School  of 
Medicine  is  seeking  a family  practice  physician  for 
academic  and  clinical  instruction  purposes  on  the 
Yankton,  South  Dakota  campus.  This  position  will 
include  a University  appointment  as  an  assistant 
professor  in  the  Department  of  Family  Medicine. 
Academic  responsibilities  will  include 
undergraduate  and  graduate  student  instruction. 
Clinical  practice  responsibilities  will  be  shared 
with  at  least  one  other  faculty  member  in  Yankton 
and  membership  in  faculty  practice  plan  is 
inclusive  with  the  faculty  appointment.  Salary  will 
be  commensurate  with  credentials  and  experience. 
An  excellent  benefits  package  is  included.  If  you 
desire  a controlled  lifestyle,  bountiful  recreational 
opportunities  and  the  challenge  of  teaching,  this 
may  be  the  position  you  have  been  searching  for. 
An  equal  opportunity  employer. 

For  additional  information,  please  send  letter  of 
inquiry,  curriculum  vitae,  and  three  letters  of 
reference  to; 

James  Ryan,  MD,  Chairman 
Department  of  Family  Medicine 
USD  School  of  Medicine 
800  E 21st  Street 
Sioux  Falls,  SD  57117-5045 


JULY  1991 


195 


FiitUre 


August 

Geaiing  Up  For  Retirement,  Marriott’s  Tan-Tar-A  Resort, 
Osage  Beach,  MO,  August  9-10.  Fee:  $275.  3 hrs  AMA 
Category  1 credit.  Contact:  AMA,  Dept  of  Practice 
Management,  515  N State  St,  Chicago,  IL  60610-9986. 
Phone:  (800)  336-6968.  (Other  dates  and  places  are  avail.) 

4i  4>  4> 

Stalling  Your  Practice/Joining  a PaHnership  or  Group  Practice, 

Chicago,  IL,  Aug  8-10  & Aug  25-27.  Fee:  (for  both  workshops) 
$395.  12  hrs  AMA  Category  1 credit.  Contact:  AMA,  Dept 
of  Practice  Management,  515  N State  St,  Chicago,  IL 
60610-9986.  Phone:  (800)  336-6968.  (Other  dates  and  places 
are  avail.) 

* * * 

Advanced  Cardiac  Life  Suppoit  Renewal  Couise,  UNMC 
campus,  Omaha,  NE,  Aug  23.  Contact:  Ctr  for  Cont  Educ, 
U of  Neb.  Medical  Ctr,  600  S 42  St,  Omaha,  NE  68198-5651. 
Phone:  (800)  228-9630. 

4:  4c  4; 

Ophthalmology  Conference,  Creighton  U,  Omaha,  NE,  Aug 
31.  CME  credit  avail.  Contact:  Sally  O’Neill,  PhD,  Assoc. 
Dean,  CME,  Creighton  Univ,  California  at  24th  St,  Omaha, 
NE  68178.  Phone:  (800)  548-2633. 

September 

Advances  in  Suigical  Cancer,  Marriott  Hotel,  Omaha,  NE, 
Sept  6.  CME  credit  avail.  Contact:  Sally  O’Neill,  PhD, 
Assoc  Dean,  Creighton  Univ,  CME  Div,  2500  California  St, 
Omaha,  NE  68178.  Phone:  (800)  548-2633. 

* * * 

Interactions:  A Medical  Staff  Leadeiship  Program,  Sheraton 
Seattle  Hotel,  Seattle,  WA,  Sept  6-7.  Fee:  $395.  11  hrs  AMA 
Category  1 credit.  Contact:  Dept  of  Registration  Serv  AB17, 
AMA  (CF030091),  515  N State  St,  Chicago,  IL  60610.  Phone: 
(800)  621-8335. 

* it  •¥ 

Sixteenth  Annual  South  Dakota  Perinatal  Association 
Conference,  "Clinical  Update  91",  Rushmore  Plaza,  Rapid 
City,  SD,  Sept  19-20.  AMA  Category  1 credit  avail.  Contact: 
Debbie  Meyer,  SD  Perinatal  Assoc,  1100  S Euclid,  Sioux 
Falls,  SD  57105.  Phone:  (605)  333-7155. 

* * * 

Ameiican  College  of  Su/geons  - Cancer  Management  Coutse, 

Mayo  Clinic,  Rochester,  MN,  Sept  20-21.  Contact:  Clifola 
Coleman,  Cancer  Management  Course,  Am  College  of  Surg, 
55  E Erie  St,  Chicago,  IL  60611-2797.  Phone:  (312)  664-4050. 

* * * 

Neonatal  Advanced  Life  Suppoil  (NALS),  Sioux  Valley  Hosp, 
Sioux  Falls,  SD,  Sept  25.  Fee:  $50.  9 hrs  AMA  Category  1 
credit.  Contact:  Beth  Hindbjorgen,  RN,  Maternal  Child 
HIth  Outreach  Coord,  Sioux  Valley  Hosp,  PO  Box  5039, 
Sioux  Falls,  SD  57117-5039.  Phone:  (605)  333-1000. 

October 

Rural  Health  Conference,  "3  Ps":  Piimaiy  Care,  Public  Health 
& Prevention",  Howard  Johnson  Conv  Ctr,  Rapid  City,  SD, 


Oct  2-4.  CME  credit  avail.  Contact:  Office  of  Rural  Health, 
800  E.  21st  St,  Sioux  Falls,  SD  57117-5045.  Phone:  (605) 
339-6541. 

4*  4* 

Pulmonaiy  Update  in  Piimaiy  Care  Physicians,  Rochester, 

MN,  Oct  12.  Contact:  Postgraduate  Courses,  Section  of 
Cont  Educ,  Mayo  Foundation,  Rochester,  MN  55905.  Phone: 
(800)  323-2688. 

* * * 

27th  Annual  Postgraduate  Symposium  on  Medicine  and 
Religion  - Rites  of  Passage  and  Rights  in  Passage:  Caring  for 
Ametica’s  Children,  Oci\S-\(>.  Fee:TBA.  CME  credit:  TBA. 
Contact  Monica  Scheierman,  Univ  of  Kansas  Med  Ctr,  Off 
of  Cont  Educ,  Rainbow  and  Olatbe  Blvds,  Kansas  City,  KS 
66103.  Pbone:  (913)  588-4490. 

* * 

ENT  for  Piimaiy  Care  Physicians,  Rochester,  MN,  Oct  20. 
Contact:  Postgraduate  Courses,  Section  of  Cont  Educ,  Mayo 
Foundation,  Rochester,  MN  55905.  Phone:  (800)  323-2688. 

* * * 

59ih  Annual  Postgraduate  Assembly,  Red  Lion  Inn,  Omaha, 

NE,  Oct  31-Nov  2.  Contact:  Lorraine  Seibel,  Exec  Sec, 
Omaha  Mid-West  Clinical  Society,  7363  Pacific  St,  #205-B, 
Omaha,  NE  68114. 

January  1992 

Update  Conference,  sponsored  by  Internal  Medicine,  USD 

School  of  Medicine  and  Rapid  City  Regional  Hospital, 
Holiday  Inn  Rushmore  Plaza,  Rapid  City,  SD,  Jan  23-24. 
Contact:  Dr  Brian  Hurley,  (605)  339-6790.  # 
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Transactions  of  the  South  Dakota 
State  Medical  Association ’s 
110th  Annual  Session 


South  Dakota 
f=oundQtion  for 
medicol  Core 


PRO  AMBULATORY  SURGERY  REVIEW  (ASC) 

SDFMC  has  been  reviewing  seleeted  ambulatory  surgery  Medieare  eases  to  assure  that  quality  care  is  provided, 
that  procedures  are  performed  when  medically  necessary  and  in  the  appropriate  setting,  and  that  billed  CPT 
codes  reflect  the  procedures  performed. 

The  Health  Care  Financing  Administration  (HCFA)  has  notified  SDFMC  that  the  ASC  generic  screen, 
utilized  in  reviewing  quality  of  care,  has  undergone  some  changes.  Copies  of  the  changed  generic  screen  have 
been  provided  to  all  South  Dakota  physicians,  hospitals,  and  ASC  centers. 

SDFMC  encourages  complete  documentation  and  record  keeping  of  all  pertinent  information.  The  following 
is  an  outline  of  the  ASC  generic  screen  elements  which  became  effective  for  cases  reviewed  as  of  July  1,  1991. 

1.  Adequacy  of  preoperative  assessment. 

a)  Appropriate  history  and  physical  examination  not  completed  timely  (i.e.,  within  30  calendar 
days  prior  to  the  procedure)  or  no  results  in  the  medical  record,  and  no  evaluation  note  by  the 
operating  surgeon.  The  note  is  to  include  information  (including  location)  about  the  operative 
site. 

b)  Laboratory,  EKG,  and  x-rays  (necessary/relcvant  to  the  patient’s  health  status  and  for  the  pro- 
cedure being  performed)  not  completed  or  no  reports  available  at  time  of  surgery. 

c)  No  blood  pressure,  pulse,  respiration,  and  temperature  taken  and  recorded  prior  to  surgery. 

d)  Abnormal  results  in  l.b)  and/or  c)  above  not  addressed  or  resolved  and  the  record  does  not  ex- 
plain why  they  are  unresolved. 

2.  No  appropriate  and  timely  interventions  during  surgery  for  significant  and  sustained  deviations  or 
adequate  explanation. 

a)  Abnormal  blood  pressure. 

b)  Abnormal  pulse. 

c)  Respiratory  difficulty  and/or  decrease  in  saturation  of  arterial  oxygen  (SA  O2). 

d)  Abnormal  blood  loss. 

e)  Abnormal  temperature. 

3.  Issues  related  to  the  provision  of  postoperative  care. 

a)  Abnormal  temperature. 

b)  Abnormal  blood  pressure. 

c)  Abnormal  pulse. 

d)  Respiratory  difficulty  or  observance  of  hypoxia. 

e)  Abnormal  bloody  drainage  from  wound  or  sign(s)  of  internal  bleeding. 

f)  Significant  change  in  physical  status. 

g)  Adverse  drug/transfusion  reaction(s)  and/or  medication  error  (1)  with  potential  for  harm  or 
(2)  resulting  in  measures  to  correct. 

h)  Significant  change  in  mental  status. 

4.  Lack  of  appropriate  documented  discharge  plan  including  patient  education  and  provisions  for 
follow-up  care. 

5.  Care  or  lack  of  care  resulting  in  serious  or  potentially  serious  complications  that  could  or  did  place 
the  patient  at  risk. 


Did  you  know  that  wild  geese  have  an  instinctive  spirit  of 
cooperation  and  support  for  the  flock?  For  example,  by 
taking  off  together  it  creates  an  updraft  that  lifts  the  flock  up. 
By  flying  in  a “V”  formation  it  breaks  up  the  wind  resistance 
enabling  the  flock  to  make  50%  more  progress.  And  if  one 
bird  falls  due  to  injury  or  exhaustion,  two  others  will  follow  it 
to  the  ground  and  stay  with  it  until  it  is  able  to  move  on. 
Cooperation  and  support  for  the  group. 

The  same  is  tnie  of  The  Doctors’  Company.  We  work  with 
our  doctors,  not  against  them,  by  providing  the  finest  in 
professional  liabihty  insurance.  Our  competitive  rates, 
responsive  service,  interest-free  quarterly  payments,  and 
outstanding  risk  management  program  are  just  some  of  the 
reasons  why  more  and  more  South  Dakota  physicians  are 
joining  our  flock.  The  Doctors’  Company  has  the  financial 
strength  and  support  of  more  than  15,500  members 
nationwide.  But  unhke  the  migrating  geese,  we’re  in  South 
Dakota  to  stay.  We’ve  never  left  a state  to  which  we’ve 
committed  service. 

The  Doctors’  Company.  Call  us  today. 


The  EXxudrs'  Company 


The  Largest  DdCtor-Owned.  DocKir-Managed  Insurer  in  the  L'.SA. 

Represented  in  South  Dakota  by: 

The  Doctors’  Agency  of  South  Dakota 
(800)252-0512 


More  than  15,500  doctors  nationwide  call  us  their  company. 


BECOME  A "SPONSORING"  MEMBER 

OF  THE 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 


You  can  be  a "Sponsor"  by  contributing  $100  or 
MORE  in  a calendar  year  to  the  Endowment 
Association. 

Your  contributions  may  be  tax  deductible  and  the 
money  is  very  much  needed  to  make  low  interest  (6%) 
loans  to  medical  students  who  are  attending  the 
University  of  South  Dakota  School  of  Medicine. 

In  the  last  few  years  the  number  of  loans  granted  by 
the  Association  has  increased  to  nearly  80  annually 
and  the  total  amount  loaned  annually  has  increased 
from  $25,000  to  $70,000.  This  is  a substantial 
increase  which  means  we  need  more  contributions. 


WON’T  YOU  PLEASE  HELP? 


Send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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SPECIAUZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  FREE  “STAT” 
1-800-423-USAF 


President's  Page 


Richard  I.  Porter,  MD,  President,  South  Dakota  State 
Medical  Association 


Well,  as  they  say  in  the  army,  "It’s  pay  back  time!" 

By  that,  I mean  it  is  time  to  get  back  to  work! 
Now  that  may  sound  reasonable  enough  and  I am 
indeed  anxious  to  get  back  to  the  practice  of  medicine 
but,  prior  to  doing  so,  I would  like  to  take  a moment  to 
thank  my  fellow  colleagues  at  the  Yankton  Medical 
Clinic  and  especially  the  Department  of  Medicine  for 
picking  up  the  slack  while  I was  a participant  in  the 
Southeast  Asian  war  games  where,  I am  happy  to  report, 
we  took  first  place!  Also,  I would  like  to  thank  them  for 
their  continuing  support  and  understanding  as  I will  be 
traveling  and  absent  from  the  clinic  on  several  occasions 
over  the  next  year. 

I referred  to  our  most  recent  tour  of  duty  only  as  a 
stepping  stone,  if  you  will,  for  the  following  commen- 
tary: 

There  I was,  practicing  excellent  medicine  with  six 
other  well-qualified  doctors  (in  the  military  physicians 
are  not  referred  to  as  "health  care  providers")  and  with 
the  exception  of  the  circumstances  under  which  we  were 
practicing,  all  of  us,  for  the  first  time  in  a long  time,  were 
thoroughly  enjoying  it. 

What  seemed  to  be  the  basis  for  this  almost  forgotten 
part  of  medicine,  i.e.  an  enjoyable  feeling  of  satisfac- 


tion/accomplishment, wa.s,  I feel,  directly  due  to  the 
ABSENCE  of  several  factors. 

One  of  the  things  that  we  didn’t  miss  was  the  formal 
peer  review  program.  As  1 earlier  stated,  these  were  all 
well-qualified,  properly  licensed  physicians  which 
would  denote  among  many  other  admirable  traits,  that 
all  were  in  possession  of  a high  degree  of  profes- 
sionalism. This  was  indeed  the  case. 

Because  of  this  professionalism  there  was  in  place, 
however,  an  on-going  INFORMAL  peer  review  that 
was  not  only  almost  completely  stress-free,  but,  I feel, 
much  more  effective.  How  did  this  work?  By 
gentlemanly  behavior  on  the  part  of  the  physicians  so 
that  communication  of  vital  information  in  regards  to  a 
patient’s  health  care  was  completely  open  and  free- 
flowing  at  all  times.  Since  this  was  done  on  an  informal 
basis  and  had  the  health  of  the  patient  as  its  goal,  no  one 
felt  intimidated.  It  also  served  as  an  excellent  source  of 
continued  medical  education/refreshcr  course  as  well. 

In  contrast  to  this  informal  peer  review,  we  have  our 
present  FORMAL  hospital  peer  review/quality  as- 
surance programs  which  are  seemingly  constructed  to 
maintain  our  degree  of  frustration  at  a very  high  level. 

The  formal  peer  review  is  untimely  — the  patient  has 
already  been  discharged  by  the  time  we  receive  any 
input  and,  therefore,  if  a concern  is  addressed,  our 
feeling  of  frustration  is  magnified  because  the  patient 
has  already  left  the  hospital  and  whatever  concern  may 
have  been  raised  cannot  readily  be  corrected. 

vSince  the  peer  review  is  carried  out  on  a formal  basis, 
i.e.  a letter  from  the  hospital,  one  does  not  have  the 
ability  to  readily  respond  to  the  concerns  and  therefore 
the  frustration  level  continues  unabated. 

Also,  the  formal  review  may  be  conducted  by  a col- 
league you  either  have  no  professional  contact  with  or, 
for  one  reason  or  another,  do  not  want  to  have  a profes- 
sional relationship  established.  It  is  at  this  point  that  I 
find  myself  becoming  increasingly  frustrated  and  defen- 
sive. 

When  the  above  emotions,  i.e.  frustration,  defensive 
posturing,  etc  reach  the  critical  level  of  one  of  Koch’s 
postulates  — quantity— (I  will  refrain  from  making  any 
comment  on  one  of  the  other  postulates,  i.e.  portal  of 
entry!)-then  yet  another  emotion,  that  of  anger,  emer- 
ges. This  anger  is  usually  directed  at  the  system  and  its 
many  inadequacies  and  redundancies. 

Granted,  formal  review  as  the  last  resort  to  deal  with 
an  otherwise  calcitrant  physician  may  be  necessary.  But 
must  it  be  necessary  to  continue  to  review  for  review’s 
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sake  or  to  continue  the  cookbook  mentality  of  the 
quality  review  system  so  that  the  bureaucracy  might 
continue  to  be  fulfilled.  (Please  read  employed!) 

I would  rather  think  that  the  quality  of  medicine  will 
continue  to  flourish  only  through  mutual  trust,  a high 
regard  for  fellow  physicians,  professionalism,  and  above 
all,  the  continued  strengthening  of  the  common  thread 
that  weaves  us  all  together  — our  patients’  health  and 
well-being! 

We  will  continue  this  comparative  dissertation.  # 


AmesClinistat 

Dry  Chemistry  Analyzer 

It  simply  does  everything  right 

• /CeKhoord calibration  saves  time  and 
eliminates  reagent  calibration  costs 

• Operation's  easy;  first  result  in  7 minutes 


• Run  STAT  tests  or  batch  runs-any 
combination  of  up  to  19  tests 

• Comprehensive  test  menu 
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Diagnostics  Division 
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Editorial 


Advancing  Advance  Directives 

With  this  issue  a new  column  will  begin  appear- 
ing in  the  Journal,  "Extenuating 
Circumstances".  As  the  subheading  denotes  this 
column  will  be  devoted  to  a variety  of  personal,  ethical, 
and  socioeconomic  considerations  affecting  the  prac- 
tice of  medicine.  Increasingly  the  Journal  has  had  a 
number  of  short  submissions  which  seem  very  ap- 
propriate for  such  a column,  and  it  is  hoped  that  the 
regular  presence  of  the  column  will  prompt  additional 
essays  from  physicians  around  the  state.  The  need  for 
such  reflections  seems  to  be  increasingly  important 
given  the  variety  of  societal  influences  which  are  impact- 
ing the  way  medicine  is  practiced.  The  initial  column  is 
being  devoted  to  a consideration  of  advance  directives. 

Dr  Bareis’  remarks  fit  very  nicely  with  the  thoughtful 
"President’s  Page"  editorial  which  Dr  Jerome  Eckrich 
wrote  for  the  April  1991  issue  of  the  Journal.  Dr  Eck- 
rich noted  that  "as  physicians  we  are  obligated  to 


exercise  prudence  and  restraint  in  the  application  of 
what  has  become  an  awesome  capability  to  manipulate 
human  life."  An  important  way  for  physicians  to  do  this 
is  by  encouraging  our  patients  to  exercise  advanced 
directives  (in  the  form  of  a living  will,  a durable  power 
of  attorney,  and  specific  discussion  of  these  issues  with 
family  members).  If  such  discussions  take  place  in  ad- 
vance of  a severe  medical  illness  or  deterioration,  it  is 
much  easier  for  all  concerned  to  decide  which  treat- 
ment measures  are  most  appropriate.  Frequently  a 
comfort/caring  focus  may  prove  more  prudent  than 
heroic,  high  tech  interventions  which  hold  little  promise 
of  long  term  benefit. 

Following  Dr  Bareis’  comments,  a description  of  the 
"Patient’s  Self  Determination  Act"  and  its  possible  legal 
implications  is  provided.  This  law  is  scheduled  to  be- 
come effective  December  1, 1991.  # 

Jerome  W.  Freeman,  MD 
Editor  i 
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Transactions  Of  The 
South  Dakota  State  Medical  Association 
noth  Annual  Meeting 
June  6-8, 1991 


1991-1992  OFFICERS 
President 

Richard  I.  Porter,  MD Yankton 

President-Elect 

M.  (Jeorge  Thompson,  DO Watertown 

Vice  President 

Thomas  Krafka,  MD  Rapid  City 

Secretary-Treasurer  (1994) 

Mary  Carpenter,  MD Winner 

AM  A Delegate  (1992) 

Robert  L.  Ferrell,  MD Rapid  City 

AMA  Alternate  Delegate  (1992) 

Michael  Pekas,  MD  Sioux  Falls 

Chairman  of  the  Council 

James  Engelbreeht,  MD  Rapid  City 

Speaker  of  the  Flouse  of  Delegates 

James  Reynolds,  MD Sioux  Falls 

Councilor  at  Large 

Jerome  Eckrich,  Jr,  MD  Aberdeen 

COUNCILORS 
First  District  (Aberdeen) 

Winston  Odland,  MD  (1992)  Aberdeen 

Warren  Redmond,  MD  (1993)  Aberdeen 

Second  District  (Watertown) 

James  Larson,  MD  (1992) Watertown 

Third  District  (Brookings-Madison) 

Curtis  Wait,  MD  (1993) Brookings 

Fourth  District  (Pierre) 

Phillip  Hoffsten,  MD  (1992) Pierre 

Fifth  District  (Huron) 

Stephan  Schroeder,  MD  (1993)  Huron 

Sixth  District  (Mitchell) 

Walter  Baas,  MD  (1993)  Mitchell 

Lucio  Margallo,  MD  (1994)  Mitchell 

Seventh  District  (Sioux  Falls) 

Jeffrey  Hagen,  MD  (1993)  Sioux  Falls 

K.  Gene  Koob,  MD  (1992)  Sioux  Falls 

Rodney  Parry,  MD  (1992) Sioux  Falls 

Guy  Tam,  MD  (1994) Sioux  Falls 

Lowell  Hyland,  MD  (1993) Sioux  Falls 

C.  Roger  Stoltz,  MD  (1994)  Sioux  Falls 

Robert  Raszkowski,  MD  (1992) Sioux  Falls 

Eighth  District  (Yankton) 

Larry  Meyer,  MD  (1994) Yankton 

Duane  Reaney,  MD  (1992) Yankton 

Ninth  District  (Rapid  City) 

James  Engelbreeht,  MD  (1992) Rapid  City 

Carol  Zielike,  MD  (1993)  Rapid  City 


J.  Geoffrey  Slingsby,  MD  (1994) Rapid  City 

James  Jackson,  MD  (1992)  Rapid  City 

Richard  Renka,  MD  (1994) Rapid  City 

Tenth  District  (Rosebud) 

John  Malm,  MD(1994) Gregory 

Eleventh  District  (Northwest) 

David  Yecha,  MD  (1994)  Gettysburg 

Twelfth  District  (Whetstone  Valley) 

Kevin  Bjordahl,  MD  (1994)  Webster 

Student  Representative 

ALTERNATE  COUNCILORS 
First  District  (Aberdeen) 

James  Hovland,  MD  (1992) Aberdeen 

David  Seaman,  MD  (1993) Aberdeen 

Second  District  (Watertown) 

Stephen  Gehring,  MD  (1992)  Watertown 

Third  District  (Brookings-Madison) 

Richard  Holm,  MD  (1993) Brookings 

Fourth  District  (Pierre) 

Thomas  Huber,  MD  (1992)  Pierre 

Fifth  District  (Huron) 

Jeffrey  Hanson,  MD  (1993)  Huron 


Sixth  District  (Mitchell) 

(1993)  

(1994)  

Seventh  District  (Sioux  Falls) 


Dennis  Johnson,  MD  ( 1993)  Sioux  Falls 

Loren  Tschetter,  MD  (1992)  Sioux  Falls 

Daniel  Kennelly,  MD  (1992)  Sioux  Falls 

D.  G.  Ortmeier,  MD  (1993) Sioux  Falls 

Lawrence  Finney,  MD  (1994)  Sioux  Falls 

(1991)  

Frank  Alvine,  MD  (1992) Sioux  Falls 


Eighth  District  (Yankton) 

(1994)  

(1992)  

Ninth  District  (Rapid  City) 


Dave  Johnson,  MD  (1994) Rapid  City 

Craig  Hansen,  MD  (1992)  Rapid  City 

Stephen  Haas,  MD  (1992)  Rapid  City 

0994)  

John  Barlow,  MD  (1993)  Rapid  City 

Tenth  District  (Rosebud) 

R.  G.  Nemer,  MD  (1994)  Gregory 

Eleventh  District  (Northwest) 

James  Wunder,  MD  (1994)  Mobridge 

Twelfth  District  (Whetstone  Valley) 

Alan  Bloom,  MD  (1994) Webster 

Student  Representative 


1991-1992  COMMISSIONS 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 
Thomas  Olson,  MD  (1992)  Vermillion,  Chairman 
Gary  Bruning,  DO  (1993)  Flandreau 
Richard  Smith,  DO  (1993)  Huron 
Melvin  Thomas,  MD  (1993)  Sioux  I'alls 
Catherine  Gerrish,  MD  (1993)  Watertown 
Jean  Gerber,  MD  (1993)  Aberdeen 
John  Sail,  MD  (1994)  Sioux  Falls 
Laura  Larsen,  MD  (1994)  Sioux  Falls 
James  Wiggs,  MD  (1994)  Yankton 
John  Barlow,  MD  (1994)  Rapid  City 
Patricia  Matters,  MD  (1994)  Mitchell 
O.  Myron  Jerde,  MD  (1992)  Fort  Meade 
John  Gray,  MD  (1992)  Sioux  Falls 
John  McKichan,  MD  (1992)  Aberdeen 
R.  J.  Zakahi,  MD  (1992)  Pierre 
Annie  Wiggs,  Auxiliary 
Chuck  Rose,  Clinic  Manager 

COMMISSION  ON  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 
Ken  Peterson,  MD  (1994)  Watertown,  Chairman 
John  Jones,  MD  (1993)  Chamberlain 
Martin  Christensen,  MD  (1993)  Mitchell 
Brent  Lindbloom,  DO  (1993)  Pierre 
Kevin  BJordahl,  MD  (1993)  Webster 
Herb  Saloum,  MD  (1993)  Tyndall 
Anthony  Salem,  MD  (1994)  Sioux  Falls 
Dennis  Stevens,  MD  (1994)  Sioux  Falls 
Dan  Heinemann,  MD  (1994)  Canton 
Julie  Stevens,  MD  (1994)  Vermillion 
Richard  Holm,  MD  (1992)  Brookings 
Curtis  Liedtke,  DO  (1992)  Sturgis 
Milton  Mutch,  MD  (1992)  Sioux  Falls 
Craig  Hansen  MD  (1992)  Rapid  City 
James  Collins,  MD  (1992)  Mobridge 

COMMISSION  ON  MEDICAL  SERVICE 
Jerome  Bentz,  MD  (1994)  Platte,  Chairman 
Jerome  Freeman,  MD  (1993)  Sioux  f’alls 
Bernard  Linn,  MD  (1993)  Pierre 
Cynthia  Weaver,  MD  (1993)  Rapid  City 
Henry  Travers,  MD  (1993)  Sioux  Falls 
David  Jenny,  MD  (1993)  Yankton 
Richard  Sample,  MD  (1994)  Madison 
Jeffrey  Hanson,  MD  (1994)  Huron 
Robert  Harms,  MD  (1994)  Sioux  Falls 
Ed  Gerrish,  MD  (1994)  Watertown 
James  Ashhaugh,  MD  (1992)  Deadwood 
Tad  Jacobs,  DO  (1992)  Flandreau 
Robert  Suurmeyer,  MD  (1992)  Aberdeen 
Tony  Berg,  MD  (1992)  Winner 
R.  Mclean  Smith,  MD  (1992)  Sioux  Falls 

COMMISSION  ON  SCIENTIFIC  MEDICINE 
Curtis  Buchholz,  MD  (1993)  Huron,  Chairman 
Roger  Carter,  MD  (1993)  Watertown 
Gregg  Tobin,  MD  (1993)  Winner 
Ronald  Anderson,  MD  (1993)  Mitchell 


Thomas  Luzier,  MD  (1993)  Aberdeen 
Edward  Zawada,  MD  (1994)  Sioux  Falls 
James  Ryan,  MD  (1994)  Sioux  Falls 
Anthony  Javurek,  MD  (1994)  Sioux  Falls 
John  Frank,  MD  (1994)  Yankton 
Kevin  Whittle,  MD  (1994)  Sioux  Falls 
David  Elson,  MD  (1992)  Sioux  Falls 
Michael  Brown,  MD  (1992)  Spearfish 
Lewis  Ofstein,  MD  (1992)  Sioux  Falls 
William  Tschetter,  MD  (1992)  Rapid  City 
Patrick  King,  MD  (1992)  Yankton 

COMMISSION  ON  PROFESSIONAL  LIABILITY 
John  Robbins,  MD  (1992)  Sioux  Falls,  Chairman 
Calvin  Roseth,  MD  (1993)  Watertown 
John  Sternquist,  MD  (1993)  Yankton 
William  Sorrels,  DO  (1993)  Mitchell 
Mitchel  Rydberg,  MD  (1992)  Dell  Rapids 
Robert  VanDemark,  Jr,  MD  (1992)  Sioux  Falls 
Lori  Hansen,  MD  (1994)  Yankton 
Douglas  Traub,  MD  (1994)  Rapid  City 
Billy  Fields,  MD  (1994)  Sturgis 

CREDENTIALS  COMMISSION 
AND  EXECUTIVE  COMMISSION 
Richard  Porter,  MD,  Yankton 
M.  George  Thompson,  DO,  Watertown 
Thomas  Krafka,  MD,  Rapid  City 
Mary  Carpenter,  MD,  Winner 
Robert  Ferrell,  MD,  Rapid  City 
Michael  Pekas,  MD,  Sioux  Falls 
James  Reynolds,  MD,  Sioux  Falls 
James  Engelbrecht,  MD  Rapid  City 
J.  A.  Eckrich,  Jr,  MD,  Aberdeen 

GRIEVANCE  COMMISSION 
W.  O.  Rossing,  MD  (1992)  Sioux  Falls,  Chairman 
Robert  L.  Ferrell,  MD  (1993)  Rapid  City 
Frank  Messner,  MD  (1994)  Yankton 
Michael  Pekas,  MD  (1995)  Sioux  Falls 
J.  A.  Eckrich,  Jr,  MD  (1996)  Aberdeen 

ARCHIVES  AND  HISTORY  COMMISSION 
John  Hoskins,  MD  (1992)  Sioux  Falls,  Chairman 
Carol  Hohm  (1992)  Auxiliary 
Nathaniel  Whitney,  MD  (1992)  Rapid  City 
Joseph  Hamm,  MD  (1992)  Sturgis 
Brooks  Ranney,  MD  (1992)  Yankton 

MEDICAL-LEGAL  COMMITTEE 
Daniel  Kennelly,  MD  (1992)  Sioux  Falls 
Walter  Carlson,  MD  (1992)  Sioux  Falls 
Jerry  Walton,  MD  (1992)  Sioux  Falls 
Herb  Saloum,  MD  (1992)  Tyndall 
James  Larson,  MD  (1992)  Watertown 
Ray  Birkenkamp,  MD  (1992)  Mitchell 
David  Hoversten,  MD  (1992)  Sioux  Falls 

DEPARTMENT  OF  SOCIAL  SERVICES 
MEDICAL  ADVISORY  COMMITTEE 
Thomas  Krafka,  MD  (1993)  Rapid  City 
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FETAL  ALCOHOL  SYNDROME  ADVISORY 
COMMISSION,  SI)  HEALTH  DEPARTMEN I 
Michael  Crandell,  Ml)  (1992)  Kennebec 

SHARECARE  COMMITI  EE 
Tony  Berg,  MD  (1992)  Winner,  Chairman 
Michael  Ferrell,  MD  (1992)  Sioux  Falls 
Tad  Jacobs,  DO  (1992)  Flandreau 
Thomas  Huber,  MD  (1992)  Pierre 
James  Reynolds,  MD  (1992)  Sioux  Falls 
Howard  Saylor,  Jr,  MD  (1992)  Huron 
Robert  Suurmeyer,  MD  (1992)  Aberdeen 
Robert  Westaby,  MD  (1992)  Rapid  City 
John  Healy  (1992)  Clinic  Manager 
Ed  Arshem  (1992)  Clinic  Manager 
Robert  Cbleborad  (1992)  Clinic  Manager 

AIDS  TASK  FORCE 

Bruce  Lusbbougb,  MD  (1992)  Brookings,  Chairman 
Donald  Humphreys,  MD  (1992)  Sioux  Palls 
Jerome  Freeman,  MD  (1992)  Sioux  Palls 
Thomas  Huber,  MD  (1992)  Pierre 
Alfred  Hartmann,  MD  (1992)  Sioux  P^alls 
Michael  McVay,  MD  (1992)  Yankton 
Wendell  Hoffman,  MD  (1992)  Sioux  Palls 
Richard  Belatti,  MD  (1992)  Sioux  P^alls 
E.  Paul  Amundson,  MD  (1992)  Sioux  Falls 

SPECIAL  MEDICARE  COMMIITEE 
James  Reynolds,  MD  (1992)  Sioux  Falls,  Chairman 
John  Barker,  MD  (1992)  Sioux  Falls 
Robert  L.  Ferrell,  MD  (1992)  Rapid  City 
David  Sandvik,  MD  (1992)  Rapid  City 
Kim  Wilde,  MD  (1992)  Watertown 
Robert  Suurmeyer,  MD  (1992)  Aberdeen 
Kathy  Haberling,  (1992)  Clinic  Manager 
Ed  Arshem,  (1992)  Clinic  Manager 
Karen  Shea,  (1992)  Clinic  Administration 
A1  Hurley  (1992)  Clinic  Manager 

CONTINUING  MEDICAL  EDUCATION  COMMI  ITEE 
Robert  Raszkowski,  MD  (1992)  Sioux  P’alls,  Chairman 
James  Gaede,  MD  (1992)  Mitchell 
Willis  F.  Stanage,  MD  (1992)  Yankton 
James  Larson,  MD  (1992)  Watertown 
Thomas  Luzier,  MD  (1992)  Aberdeen 
H.  Bruce  Vogt,  MD  (1992)  Director  of  Medical 
Education,  McKennan  Hosp. 

Jerome  Freeman,  MD  (1992)  Director  of  Medical 
Education,  Sioux  Valley  Hosp. 

James  Engelbrecbt,  MD  (1992)  Director  of  Medical 
Education,  Rapid  City  Regional  Hosp. 

Richard  Holm,  MD  (1992)  Director  of  Medical 
Education,  Brookings  Hosp. 

Michael  Ferrell,  MD  (1992)  Director  of  Medical 
Education,  Central  Plains  Clinic 
David  Bean,  MD  (1992)  Director  of  Medical 
Education,  Charter  Hosp. 

REPORT  OF  THE 

BUDGET  AND  AUDIT  COMMIITEE  MINUTES 

1 5:00  pm  Harvest  Room,  Ramkota  Inn 

I Wednesday,  June  5,  1991  Sioux  P’alls,  SD 

The  meeting  was  called  to  order  by  Richard  Holm,  MD, 
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Chairman.  Those  present  for  roll  call  included  Doctors 
Holm,  Thomas  Krafkii,  Michael  Pekas,  Richard  Porter, 
Robert  Ferrell,  Mary  Carpenter,  (ieorge  riiompson,  J.  A. 
Eckrich,  and  James  Reynolds  and  stall*  Robert  .lohnson  and 
Jan  Anderson. 

I’he  minutes  of  the  previous  meeting  were  approved  as 
printed  and  distributed. 

The  committee  reviewed  the  CPA  audit  as  prepared  by 
McGladrey  and  Pullen.  Mr  Johnson  provided  information 
on  the  audit  and  following  a brief  discussion  Dr  Porter 
moved  that  the  Budget  and  Audit  Committee  accept  the 
audit  as  presented.  The  motion  was  seconded  and  carried. 

The  committee  received  a letter  from  Rob  Rhodes,  a USD 
Sch(H)l  of  Medicine  student,  requesting  financial  assistance 
to  underwrite  an  airline  ticket  for  him  to  Rutgers  University 
so  that  he  can  participate  in  a fellowship  on  alcohol  and 
substance  abuse.  The  committee  determined  that  they 
would  be  unable  to  provide  this  assistance  to  Mr  Rhodes; 
that  $1,500  is  allocated  annually  for  USD  School  of  Medicine 
student  support  throughout  the  year  and  if  the  students 
determine  to  use  this  funding  in  such  a manner,  that  would 
be  acceptable  to  the  Medical  Association.  However,  at  this 
time  the  $1,500  is  used  to  underwrite  the  travel  for  students 
to  attend  AMA  annual  and  interim  meetings. 

There  being  no  further  business  the  meeting  was  ad- 
journed at  5:15  pm. 


COUNCIL  GOAL-SETHNG  SESSION 

12:00  noon  Harvest  Room,  Ramkota  Inn 

Wednesday,  June  5,  1991  Sioux  Falls,  SD 

Dr  Robert  Raszkowski  led  the  Council  members  through 
a goal-setting  exercise  for  the  purpose  of  identifying  five 
major  problems  facing  the  State  Medical  Association  and 
ultimately  to  develop  a mission  statement  for  the  Associa- 
tion. 

After  listing  46  topics  and  using  a weighted  voting  system, 
the  five  major  problems  were  identified  in  order  of  priority 
as  follows: 

1.  Physician  involvement 

2.  Public  perception  of  organized  medicine  and  the 
South  Dakota  State  Medical  Association 

3.  Paraprofessional  relationships  - expanding  roles  of 
the  "many"  and  the  "hungry" 

4.  Health  insurance  availability  and  cost 

5.  Adequate  medical  care  for  rural  South  Dakota 

These  will  be  discussed  at  the  September  1991  Council 
meeting  for  the  development  of  a mission  statement  and 
consideration  of  action  by  the  Council. 


MINUTES 

FIRST  COUNCIL  MEETING 

3:00  pm  Harvest  Room 

Wednesday  Ramkota  Inn 

June  5, 1991  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  Thomas  Kralka,  MD, 
Chairman  at  2:45  pm.  Those  present  were:  Doctors  Jerome 
Eckrich,  Jr,  M.  George  Thompson,  Robert  Ferrell,  Michael 
Pekiis,  James  Reynolds,  Richard  Porter,  Thomas  Kralka, 
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Mary  Carpenter,  James  Larson,  Phillip  Hoffsten,  Stephan 
Schroeder,  Lucio  Margallo,  Jeffrey  Hagen,  K.  Gene  Kooh, 
Rodney  Parry,  Guy  Tam,  Lowell  Hyland,  C.  Roger  Stoltz, 
Robert  Raszkowski,  David  Smith,  Duane  Reaney,  James 
Engelbrecht,  Richard  Renka,  John  Malm,  Benjamin  Chas- 
ka,  Thomas  Olson,  Richard  Holm,  James  Hovland,  J. 
C.eotfrey  Slingsby,  staff  persons  who  attended  were  Robert 
Johnson,  Jan  Anderson,  and  Donna  Sievers,  and  guest,  Mert 
Scholten  from  the  AMA. 

The  minutes  of  the  previous  meeting  were  approved  as 
printed  and  distributed. 

COMMISSION/COMMIITEE  REPORTS: 

Special  Medicare  Committee  - Dr.  James  Reynolds, 
Chairman  of  the  Special  Medicare  Committee,  reported  to 
the  Council  regarding  the  meeting  of  the  Special  Medicare 
Committee  on  April  8,  1991.  A motion  was  made  by  Dr. 
Larson  to  approve  the  report  of  the  Special  Medicare  Com- 
mittee. The  motion  was  seconded  and  carried. 

MINUTES 

SPECIAL  MEDICARE  COMMITTEE 

1:30  pm  Conference  Room,  Ramkota  Inn 

Monday,  April  8,  1991  Sioux  Ealls,  SD 

The  meeting  was  called  to  order  by  James  Reynolds,  MD, 
Chairman.  Those  present  for  roll  call  were  Dr  Reynolds, 
Karen  Shea,  Kathy  Haberling  and  Ed  Arshem.  Also  attend- 
ing was  clinic  manager,  Pat  Waligoske,  as  well  as  SDSMA 
staff  members.  Bob  Johnson  and  Jan  Anderson.  Repre- 
sentatives from  North  Dakota  Blue  Cross/Blue  Shield 
included  Jim  Austin,  Dr  P.  Michael  Riisager,  Jody  Coste, 
Robin  Nirschl,  Brian  Danielson,  Jerry'  Mehlisch,  Jay  Mar- 
tinson and  Lynn  Chase.  The  minutes  of  the  previous 
meeting  were  approved  as  printed  and  distributed. 

North  Dakota  Blue  Cross/Blue  Shield  reported  that  the 
first  letters  concerning  the  Comparative  Performance 
Report  were  sent  in  November  to  1%  of  South  Dakota 
physicians  and  that  the  second  reports  would  be  sent  on  May 
1;  that  this  second  mailing  may  or  may  not  go  to  those 
receiving  the  first  letter. 

The  committee  reviewed  correspondence  from  the 
Medicare  regional  ofilce  concerning  reimbursement  dif- 
ferences between  physician  and  home  health  nursing 
services.  The  committee  asked  North  Dakota  Blue 
Cross/Blue  Shield  to  contact  the  national  HCFA  office  in 
Baltimore  concerning  this  reimbursement  disparity,  and  the 
Medicare  carrier  agreed  to  do  this.  When  a response  is 
received  a copy  will  be  provided  to  the  committee  for  their 
consideration  and  further  action  at  the  next  meeting,  if 
necessary’. 

A discussion  was  held  concerning  Medicare’s  policy  on 
consultations  and  global  surgical  fees.  Dr.  Riisager  indi- 
cated he  would  develop  policy  to  fragment  charges  to  allow 
payment  for  a consult  in  conjunction  with  a surgical  proce- 
dure when  performed  on  the  same  day.  Kathy  requested 
clarification  from  the  carrier  concerning  the  consult  ex- 
amples included  in  the  original  letter.  In  conjunction  with 
this  Kathy  indicated  that  the  PPRC  states  that  return  to  the 
OR  is  not  part  of  a global  fee,  that  other  carriers  pay  this 
but  North  Dakota  Blue  Cross/Blue  Shield  does  not.  She  will 
provide  the  names  of  carriers  which  cover  this  service  to  Dr. 
Riisager  for  his  follow-up.  Dr.  Riisager  stated  that  a new 
global  policy  is  being  developed  and  will  be  submitted  to  the 
committee  in  the  near  future. 
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Pat  Waligoske  again  addressed  the  concerns  of  South 
Dakota  doctors  as  it  relates  to  reimbursement  for  cardiovas- 
cular stress  testing.  He  stated  there  is  a difference  of 
opinion  between  North  Dakota  Blue  Cross/Blue  Shield  and 
the  AMA  regarding  the  accuracy  of  definition  for  code  93015. 
The  committee  stated  they  feel  the  data  base  utilized  by  the 
Medicare  carrier  to  reimburse  for  the  stress  test  codes  is 
invalid  inasmuch  as  previously  physician  offices  used  the 
code  with  modifier  26  or  code  93018  for  a different  definition 
of  services  provided.  Rather  than  this  being  a HCFA  prob- 
lem, it  is  the  committee’s  feeling  that  this  is  a problem  which 
could  be  rectified  by  the  local  carrier  if  the  carrier  would 
review  past  claims  and  charges  for  codes  with  modifiers  and 
also  review  the  definitions  meant  for  the  specific  codes  used. 
Brian  stated  he  would  review  past  claims  and  reimburse- 
ment for  codes  93015  and  93018,  also  he  would  find  out  if 
code  99150  is  being  used  by  other  carriers.  Pat  indicated  he 
has  written  to  the  AMA  for  clarification  of  the  code  defini- 
tions and  when  he  receives  a response  he  will  send  it  to  the 
Medicare  carrier,  then  North  Dakota  Blue  Cross/Blue 

Shield  per  Jim  Austin  will  send  it  to  the  HCFA  regional  office 
for  clarification.  Jim  Austin  stated  that  when  a determina- 
tion is  finalized  on  the  policy  for  stress  tests  this  will  be 
effective  as  of  the  date  of  this  meeting,  April  8, 1991. 

Karen  requested  information  on  psychologist  services. 
The  Medicare  carrier  indicated  that  from  7-90  through  12-90 
psychologist  services  were  bundled  with  in-hospital  charges; 
however,  after  1-91,  psychologists  are  receiving  reimburse- 
ment directly  but  at  a lesser  rate  than  physicians. 

Discussion  was  held  on  the  Medicare  carrier  memo  sent 
out  March  15,  which  states  that  all  facilities  providing 
mammograms  must  be  certified  by  the  state  before 
Medicare  can  reimburse  for  those  services.  Karen  stated 
that  in  checking  with  the  state,  they  tell  her  it  will  be  at  least 
one  month  before  a certificate  can  be  issued,  and  she  re- 
quested a temporary  number  from  the  Medicare  carrier. 
North  Dakota  Blue  Cross/Blue  Shield  stated  this  was  not 
possible.  North  Dakota  indicated  that  once  the  facility  is 
certified,  they  can  pay  back  to  January  1991;  however,  the 
facility  must  request  certification  by  June  30,  1991,  to  be 
eligible  for  this  back  payment.  It  was  decided  the  State 
Medical  Association  would  contact  Charlie  Anderson, 
Secretary  of  the  Department  of  Health,  to  see  if  the  certifica- 
tion process  can  be  speeded  up. 

Karen  asked  about  a miscellaneous  field  for  the  filing  of 
electronic  claims.  North  Dakota  stated  there  is  not  a mis- 
cellaneous field  now;  however,  there  will  be  one  by  July  1. 
Kathy  asked  about  the  new  hard  copy  claim  form,  and  stated 
she  will  send  a copy  of  what  she  has  to  Jim  Austin. 

A discussion  was  held  concerning  policies  and  procedures 
established  by  the  Medicare  carrier  without  notification  to 
the  physician  offices.  One  instance  cited  was  the  policy 
change  as  it  relates  to  chemotherapy  drug  codes  and  Karen’s 
inability  to  get  the  information  she  needed  and  requested 
from  the  carrier.  Karen  indicated  she  will  provide  addition- 
al information  on  this,  and  Dr  Riisager  stated  he  would 
follow-up. 

Kathy  brought  up  the  6.5%  reduction  on  all  procedures 
which  does  not  support  the  statement  in  HCFA’s  newsletter 
that  those  surveyed  procedures  in  the  Phase  1 study  of  the 
Harvard  RBRVS  should  be  excluded  from  this  reduction. 
She  will  provide  this  information  to  Jay  who  will  then  raise 
these  questions  with  HCFA. 

Karen  requested  clarification  on  requests  for  documen- 
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tation.  North  Dakota  stated  that  all  requests  for 
documentation  go  to  the  doctor,  not  the  hospital;  that  final 
determination  on  reimbursement  is  not  made  until  this 
documentation  is  received  unless  it  is  not  received  within  45 
days,  then  the  reimbursement  is  lowered. 

Karen  requested  clarification  on  use  of  the  YN  modifier. 
Medicare  indicated  this  is  necessary  for  electronic  claims 
now;  however,  it  will  be  eliminated  after  .luly  1991.  As  far  as 
the  UPIN  numbers,  tbe  Medicare  carrier  stated  they  do  not 
know  what  HCFA  intends  for  use. 

Jim  Austin  presented  a brief  update  on  the  RBRVS.  He 
stated  that  the  Phase  2 study  is  complete,  that  publication 
is  scheduled  for  October  1,  1991,  and  implementation  for 
January  1, 1992.  He  also  stated  that  it  appears  South  Dakota 
will  not  benefit  from  the  geographic  factor  which  will  be  part 
of  the  RBRVS.  The  person  at  North  Dakota  Blue  Cross/Blue 
Shield  who  is  working  on  this  and  who  has  more  information 
is  Rich  Forrest. 

Dr  Reynolds  brietly  discussed  his  feeling  that  the  com- 
mittee should  be  increased  in  size.  Rich  Hanatm, 
administrator  at  the  Eye  Institute  in  Rapid  City  was  sug- 
gested. Dr  Reynolds  indicated  that  since  it  is  his  prerogative 
as  chairman,  he  will  appoint  additional  people  to  serve  on 
this  committee. 

Discussion  was  held  concerning  the  Medicare  carrier’s 
request  for  documentation  of  the  physician’s  qualifications 
to  perform  laparoscopic  cholecystectomy.  Dr  Riisage  stated 
this  is  no  longer  being  requested  and  that  qualification  is  up 
to  the  hospital  and  the  physician’s  judgment.  Karen  stated 
that  she  has  received  both  approvals  and  denials  for  pay- 
ment for  this  procedure  and  is  uncertain  of  the  carrier’s 
policy.  Dr  Riisager  asked  that  she  resubmit  these  claims 
and  he  will  review  them  and  try  to  resolve  this. 

Kathy  discussed  problems  encountered  by  herself  and 
others  in  her  office  regarding  telephone  contacts  with  North 
Dakota  Blue  Cross/Blue  Shield  and  the  way  both  patient  and 
provider  inquiries  are  handled.  She  will  provide  documen- 
tation to  Jim  Austin  for  his  follow-up.  It  was  recommended 
that  calls  be  directed  to  Jody,  Jerry  or  Robin  in  provider 
relations.  Also,  it  was  noted  that  now  host  information  is 
available  to  North  Dakota  Blue  Cross/Blue  Shield  and  this 
should  eliminate  some  of  the  problems  encountered  with 
patients  from  surrounding  states  when  they  receive  care  in 
South  Dakota. 

Kathy  requested  information  on  the  retroactive  assign- 
ment of  a prevailing  amount;  how  Medicare  determines 
payment  when  no  prevailing  is  available.  She  will  provide 
additional  information  to  Brian  who  will  research  this  fur- 
ther. 

Bob  Johnson  asked  about  the  claims  processing  slow- 
down. It  was  noted  that  some  contingency  funds  were  made 
available  and  there  was  no  slow-down  in  claims  processing 
necessary.  North  Dakota  did  indicate  that  the  emphasis  is 
on  electronic  claims  which  is  much  less  expensive  for  the 
carrier  to  process. 

Jim  Austin  stated  that  1992  proposed  federal  budget  cuts 
specify  a 60%  reduction  in  funding  for  Medicare’s  provider 
and  customer  relations,  and  he  encouraged  all  to  contact 
their  congressional  delegation  and  encourage  continued 
funding  for  these  services.  Bob  Johnson  suggested  that 
North  Dakota  Blue  Cross/Blue  Shield  make  this  known  to 
senior  citizen  groups  so  the  patients  affected  will  know  and 
contact  their  congressmen. 


A discussion  was  held  concerning  the  process  involved  in 
commenting  on  proposed  policies  from  Medicare.  Dr 
Riisager  stated  that  he  responds  to  every  person  who  sub- 
mitted comments  on  a proposed  policy,  and  then  the 
finalized  policy  is  printed  in  the  Medicare  Bulletin  which  is 
sent  to  all  doctor’s  offices. 

Discussion  was  held  concerning  the  ever-increasing 
paperwork  required  by  Medicare.  It  was  felt  that  substan- 
tial savings  could  be  realized  if  the  paperwork  could  be 
lessened  and  it  was  suggested  that  perhaps  this  could  be 
submitted  for  a pilot  project. 

There  being  no  further  business,  the  meeting  adjourned 
at  4:15  pm. 

Commission  on  Medical  Serv  ice  - The  report  of  the  Com- 
mission on  Medical  Service  was  deferred  to  the  Saturday, 
June  8 Council  meeting. 

OLD  BUSINESS: 

Highlight  of  Public  Relations  Survey  Results  - Bob 
Johnson  reported  to  the  Council  concerning  the  results  of 
the  public  relations  survey  conducted  by  Lawrence  & 
Schiller.  A motion  was  made  by  Dr  Koob  that  the  Lawrence 
and  Schiller  public  relations  survey  be  presented  to  the 
House  of  Delegates  in  a closed  session.  The  motion  was 
seconded  and  carried. 

The  Council  discussed  bids  obtained  from  the  Media  One 
and  Lawrence  & Schiller  consulting  firms,  concerning  an 
ongoing  public  relations  program.  A motion  was  made  by 
Dr  Holm  to  submit  tbe  following  Resolution  #3  to  the  House 
of  Delegates: 

RESOLUTION  #3 
TO:  House  of  Delegates 

FROM:  SDSMA  Council 

SUBJECT:  Public  Relations  Program  and  Dues  Increase 
RESOLVED,  the  South  Dakota  State  Medical  Association 
accept  the  public  relations  proposal  from 
Lawrence  and  Schiller  and  approve  a state 
dues  increase  of  $50  effective  in  1992. 

The  motion  was  seconded  and  carried. 

Report  of  the  South  Dakota  High  School  Activities  As- 
sociation Regarding  Triennial  Physical  Exams  and  Proposal 
to  Allow  Chiropractors  to  Perform  Exams  - Bob  Johnson 
reported  to  the  Council  that  the  outcome  of  the  vote  regard- 
ing the  implementation  of  the  triennial  physical  exam 
proposal  is  not  known  at  this  time.  This  was  accepted  for 
information. 

Report  on  Physician  Care  Complaints  - Jan  Anderson 
reported  to  the  Council  concerning  complaints  submitted  at 
the  SDSMA  office.  This  was  accepted  for  information. 

Letter  from  Governor  - The  Council  reviewed  a letter  of 
appreciation  from  Governor  Mickelson  for  the  SDSMA 
donation  to  the  Governors’  Conference.  This  was  accepted 
for  information. 

NEW  BUSINESS: 

DAKOTACARE  Update  - Dr  Ferrell  reported  to  the 
Council  regarding  DAKOTACARE.  This  was  accepted  for 
information. 

Drug  Education  and  Evaluation  Program  - Dr  Holm 
reported  to  the  Council  on  the  South  Dakota  Drug  Education 
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and  Evaluation  Program  which  is  a review  of  drug  therapy 
for  Medicaid  patients  as  required  by  OBRA.  This  was 
accepted  for  information. 

Report  on  South  Dakota  Drug  Information  Center  - The 
Council  reviewed  an  update  on  the  South  Dakota  Drug 
Information  Center.  This  was  accepted  for  information. 

Adoption  of  Corporate  Resolution  Authorizing  Robert 
Johnson  to  Sign  Checks  - A motion  was  made  by  Dr  Hagen 
that  the  SDSMA  adopt  a corporate  resolution  authorizing 
Robert  D.  Johnson  to  sign  on  bebalf  of  tbe  South  Dakota 
State  Medical  Association  business  transacted  with  First 
National  Bank.  The  motion  was  seconded  and  carried. 

Watts  Line  to  North  Dakota  Medicare  - The  Council 
discussed  a suggestion  from  a physician’s  office  that  the 
SDSMA  fund  a watts  line  for  Medicare  calls.  No  action  was 
taken. 

1990  Medicare  Fee  Discrimination  Against  New 
Physicians  - A motion  was  made  by  Dr  Cbaska  to  submit  the 
following  Resolution  #4  to  the  House  of  Delegates: 

RESOLUTION  #4 
TO:  HOUSE  OF  DELEGATES 

FROM:  YOUNG  PHYSICIANS  SECTION 

SUBJECT:  1990  MEDICARE  FEE  DISCRIMINATION 
AGAINST  NEW  PHYSICIANS 
WHEREAS,  OBRA  90  instituted  in  January  1991  specific 
Medicare  fee  reductions  for  "new  physicians" 
of  80%  payment  to  all  physicians  in  their  first 
full  calendar  year  of  medical  practice  (equally 
discounting  payments  during  the  months  prac- 
ticed prior  to  that  first  January),  and  of  85%, 
90%  and  95%  to  all  physicians  in  their  2nd,  3rd 
and  4th  calendar  years  of  practice  respectively; 
and 

WHEREAS,  even  after  RBRVS  implementation  begins  in 
1992,  these  payment  differentials  will  persist  in 
law;  and 

WHEREAS,  the  AMA  Council  in  Legislation  has  placed  the 
elimination  of  this  discriminatory  policy  as  its 
Number  1 Legislative  Priority;  and 
WHEREAS,  Congressman  Edolphus  (Ed)  Towns  (D-NY)  has 
introduced  House  Bill  1898  to  repeal  Medicare 
payment  differentials  for  "new  physicians;" 
and 

WHEREAS,  it  is  critical  for  each  state  and  specialty  society 
in  the  federation  to  join  the  AMA  in  the  upcom- 
ing battle  to  ensure  equitable  payments  for  all 
physicians  under  RBRVS;  therefore  be  it 

RESOLVED,  that  the  South  Dakota  State  Medical  Associa- 
tion strongly  opposes  the  onerous  provisions  of 
OBRA  1990;  which  currently  discriminate  in 
payments  to  new  physicians;  and,  be  it  further 
RESOLVED,  that  the  South  Dakota  State  Medical  Associa- 
tion establish  the  elimination  of  payment 
differentials  for  new  physicians  as  a top  rank 
legislative  priority  for  1991  and  beyond,  if 
necessary,  with  the  commitment  of  appropriate 
staff  resources,  and  key  contacts;  and,  be  it 
further 

RESOLVED,  that  the  South  Dakota  State  Medical  Associa- 
tion persistently  encourage  its  Congressional 
Delegation  to  co-sponsor  House  Bill  1898  and 
its  companion  Senate  Bill,  when  introduced. 


H.  R.  1898 

To  amend  the  Social  Security  Act  to  repeal  the  reduced 
Medicare  reimbursement  for  new  physicians. 

Be  it  enacted  by  the  Senate  and  House  of  Representatives 
of  the  United  State  of  America  in  Congress  assembled. 

Section  1.  Section  1842(b)(4)  of  the  Social  Security  Act  (42 
U.S.C.  1395w(b)(4)  is  amended  by 

Repealing  subparagraph(F). 

Sec.  2 Effective  Date  This  amendment  is  to  be  effective 
upon  enactment. 

The  motion  was  seconded  and  carried. 

Health  Access  America  - The  Council  discussed  the 
AMA’s  Health  Access  America  program.  A motion  was  made 
by  Dr.  Reynolds  to  submit  the  following  Resolution  #5  to  the 
House  of  Delegates: 

RESOLUTION  #5 
TO:  HOUSE  OF  DELEGATES 

FROM:  COUNCIL 

SUBJECT:  HEALTH  ACCESS  AMERICA  PROGRAM 
RESOLVED,  the  South  Dakota  State  Medical  Association 
endorses  the  AMA’s  Health  Access  America 
program. 

The  motion  was  seconded  and  carried. 

There  being  no  further  business,  the  meeting  adjourned 
at  5:05  pm. 

SECOND  COUNCIL  MEETING 
11:00  am  Lincoln  Room,  Ramkota  Inn 

Saturday,  June  8, 1991  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  Thomas  Krafka,  MD, 
Chairman.  Those  present  for  roll  call  were:  Doctors  Richard 
Porter,  M.  George  Thompson,  Thomas  Krafka,  Mary  Car- 
penter, Robert  L.  Ferrell,  Michael  Pekas,  James  Reynolds, 
Jerome  Eckrich,  Winston  Odland,  James  Larson,  Phillip 
Hoffsten,  Stephan  Schroeder,  Lucio  Margallo,  Jeffrey 
Hagen,  K.  (iene  Koob,  Robert  Raszkowski,  Guy  Tam,  C. 
Roger  Stoltz,  Duane  Reaney,  Larry  Meyer,  James  En- 
gelbrecht,  Richard  Renka,  J.  Geoffrey  Slingsby,  John  Malm, 
David  Yecha,  Kevin  Bjordahl,  James  Hovland,  Richard 
Holm,  David  Smith,  and  John  Barlow.  SDSMA  staff:  Robert 
Johnson,  Jan  Anderson,  and  Donna  Sievers  and  guests 
included  William  Jacott,  MD,  and  Mert  Scholten. 

A motion  was  made  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting.  The  motion  was  seconded 
and  carried. 

Commission  on  Medical  Service  - The  Council  reviewed 
the  Report  of  the  Commission  on  Medical  Service.  A motion 
was  made  by  Dr  Schroeder  to  approve  the  report  of  the 
Commission  on  Medical  Service  with  the  revised  reimbur- 
sement to  physicians  for  services  provided  to  Medicaid 
patients.  The  motion  was  seconded  and  carried. 

MINUTES  OF  THE 

COMMISSION  ON  MEDICAL  SERVICE 
1:30  pm  Executive  Office,  SDSMA 

Thursday,  May  23,  1991  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  Jerome  Bentz,  MD, 
Chairman.  Those  present  for  roll  call  were:  Doctors  Bentz, 
Robert  Harms,  Tony  Berg,  Peter  Travers,  R.  Maclean  Smith, 
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Jerome  Freeman  and  JelTrey  Hanson.  The  minutes  (tf  the 
previous  meeting  were  approved  as  printed  and  distributed. 

The  primary  purpose  of  this  meeting  was  t(»  consider  tl>e 
10%  adjustment  for  reimbursement  to  physicians  under  the 
Medicaid  program  and  to  propose  recommendations  as  to 
how  this  increase  should  be  allocated.  The  Department  of 
Social  Services  submitted  a propctsal  to  the  Commission 
which  .set  the  1992  reimbursement  level  at  the  higher  of  63% 
of  the  1990  usual  and  customary  charge  or  the  current  fee, 
except  for  OB  procedure  codes  which  were  set  at  ap- 
proximately 70%  of  the  1990  usual  and  customary  charges. 

The  Commission  discussed  the  growth  in  Medicaid  ser- 
vices for  maternal  and  child  health  care  and  noted  the 
expansion  in  services  which  will  be  provided  to  children.  Dr 
Travers  moved  that  the  Commission  recommend  that  the 
well  child  (EPSDT)  exams,  codes  90751  - 90764,  be  increased 
to  $33  effective  July  1,  1991.  The  motion  was  seconded  and 
carried. 

Dr  Travers  moved  that  the  Commission  recommend  that 
office  visit  codes  90015,  90040,  and  90050  be  increased  10% 
for  1992.  The  motion  was  .seconded  and  carried. 

Dr  Travers  moved  that  the  Commission  recommend  that 
the  changes  proposed  by  the  Department  of  Social  Serv  ices 
for  codes  95125,  95150  and  95155  be  suspended  and  the 
current  reimbursement  level  be  continued  at  least  until  the 
Department  of  Social  Services  has  an  opportunity  to  discuss 
this  with  representatives  of  the  State  Medical  Association. 
The  motion  was  seconded  and  carried.  Dr  Smith  abstained 
from  voting. 

Dr  Harms  moved  that  the  Commission  recommend  that 
emergency  room  physician  reimbursement  for  hospital 
ba.sed  physicians,  codes  90500  - 90580,  be  equitable  to  reim- 
bursement to  other  non-hospital  based  emergency  room 
physicians  for  similar  levels  of  services  provided  in  the 
emergency  room  (appropriate  level  of  ofilce  visit  plus  ad- 
junct code).  The  motion  was  seconded  and  carried. 

The  Commission  recognizes  that  these  recommendations 
will  require  adjustments  in  the  other  codes  and  requested 
that  the  Department  of  Social  Services  prepare  a physician 
fee  update  with  these  recommendations  included  and  return 
it  to  the  State  Medical  Association  for  another  review. 

The  Commission  reviewed  correspondence  provided  by 
Dr  Tad  Jacobs  regarding  worker’s  compensation  in  South 
Dakota;  however,  since  Dr  Jacobs  was  unable  to  attend  the 
meeting,  this  will  be  deferred  until  the  next  meeting  of  the 
Commission.  Mr  Johnson  asked  the  Commission  if  they 
would  consider  the  use  of  a fee  schedule  for  worker’s  com- 
pensation claims,  and  the  commission  members  indicated 
they  would  provided  the  State  Medical  As.sociation  is  as- 
sured of  input  in  any  such  discussions  or  decisions. 

Mr  Johnson  also  discussed  the  possibility  of  a tax  on 
physician  and  hospital  services  which  would  be  earmarked 
for  Medicaid  and  would  provide  money  for  the  state’s  share 
in  getting  the  3:1  matching  funds.  This  was  for  information 
only. 

There  being  no  further  business,  the  meeting  adjourned 
at  3:40  pm. 

BUSINESS: 

Seating  of  New  Councilors  - Dr  Krafka  introduced  the 
following  newly  elected  councilors: 

Aberdeen  District  #1  - Winston  Odiand,  MD 


Yankton  District  #8  - Larry  Meyer,  MD 
Black  Hills  District  #9  - J.  C.eolTrey  Slingshy,  MD 
Northwest  District  #11  - David  Yecha,  MD 
Whetstone  V'alley  District  #12  - Kevin  Bjordahl,  MD 

Election  of  Council  Chairman  - Dr  Holm  nominated 
James  Engelbrecht,  MD,  as  Chairman  of  the  Council  and 
moved  that  nominations  cease  and  a unanimous  ballot  be 
cast  for  Dr  Engelbrecht.  The  motion  was  seconded  and 
carried. 

Election  of  Secretary-Treasurer  - Dr  Engelbrecht 
nominated  Mary  Carpenter,  MD,  as  Secretary-Treasurer  of 
the  South  Dakota  State  Medical  Association  and  moved  that 
nominations  cease  and  a unanimous  ballot  be  cast  for  Dr 
Carpenter.  The  motion  was  seconded  and  carried. 

Propo.sed  Dates  for  1991-92  Council  Meetings  -The  Coun- 
cil reviewed  the  propo.sed  dates  for  the  1991-92  Council 
meetings,  as  follows: 

Friday,  September  27,  1991  - Sioux  Falls 
Friday,  November  22,  1991  - Pierre 
Friday,  April  3,  1992  - Sioux  f alls 

(CPC  Symposium  is  tentatively  scheduled  for  April  10, 
11,  and  Easter  is  April  19) 

This  was  accepted  for  information. 

Pntposed  Auxiliary  Projects  - The  Council  reviewed  infor- 
mation on  the  fundraising  projects  proposed  by  the 
auxiliary.  A motion  was  made  by  Dr  Stoltz  to  support  the 
auxiliary  fundraising  elTorts  in  this  regard.  The  motion  was 
seconded  and  carried. 

ShareCare  Update  - Dr  Reynolds  reported  to  the  Council 
regarding  the  ShareCare  subcommittee  meeting  on  Friday, 
June  7.  There  are  approximately  2^00  seniors  enrolled  in 
the  program.  A letter  to  member  physicians  along  with 
background  information  will  he  mailed  three  or  four  time  a 
year  to  keep  the  physicians  informed  of  any  changes  or 
additions  to  the  program.  Other  public  agencies  will  be 
contacted  and  asked  to  disseminate  the  information  to 
.seniors.  This  was  accepted  for  information. 

SoDaPAC  Update  - Dr  Pekas  reported  to  the  Council 
regarding  the  SoDaPAC  meeting  on  Thursday,  June  6.  Each 
Councilor  will  be  approached  personally  to  become  a mem- 
ber of  SoDaPAC  and  requested  to  return  to  their  individual 
districts  and  .solicit  memberships.  This  was  accepted  for 
information. 

Goal  Setting  Session  - Dr  Raszkowski  reported  to  the 
Council  regarding  the  Goal  Setting  Session  held  prior  to  the 
First  Council  meeting.  Results  will  be  printed  and  available 
for  the  September  Council  meeting.  This  was  accepted  for 
information. 

There  being  no  further  business,  the  meeting  adjourned 
at  12:30  pm. 


MINUTES  OF  THE 

FIRST  HOUSE  OF  DELEGATES  MEETING 
9:30  am  Bay  1 & 2 

Thursday  Ramkota  Inn 

June  6,  1991  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  Speaker  of  the  House 
James  Reynolds,  MD.  Those  present  for  roll  call  were  Doc- 
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tors  Jerome  Eckrich,  Richard  Porter,  M.  George  Thompson, 
Mary  Carpenter,  James  Reynolds,  Robert  Ferrell,  Michael 
Pekas,  James  Hovland,  James  Larson,  Richard  Holm, 
Stephan  Schroeder,  Lucio  Margallo,  Jeffrey  Hagen,  Rodney 
Parry,  Lowell  Hyland,  K.  Gene  Koob,  Guy  Tam,  C.  Roger 
Stoltz,  Robert  Raszkowski,  David  Smith,  Duane  Reaney, 
James  Engelbrecht,  Thomas  Krafka,  Richard  Renka,  John 
Barlow,  John  Malm,  Ben  Chaska,  Kenneth  Bartholomew, 
Winston  Odiand,  Catherine  Gerrish,  Marlin  Lamb,  Gerald 
Tracy,  Tad  Jacobs,  B.O.  Lindbloom,  Howard  Saylor,  Richard 
Gere,  John  Jones,  Richard  Honke,  James  Ryan,  Robert 
Talley,  Mark  Kummer,  Loren  Tschetter,  J.  Michael  Mc- 
Millin,  Daniel  Kennelly,  John  Barker,  Daniel  Blue,  Mick 
Hurley,  Thomas  White,  W.  O.  Rossing,  Thomas  Braithwaite, 
Verdayne  Brandenburg,  Robert  VanDemark,  Jr,  D.  G. 
Ortmeier,  Earl  Kemp,  John  Sail,  Barbara  Hall,  C.  F.  Gutch, 
Frank  Messner,  Jem  Hof,  Morris  Radack,  T.  H.  Sattler, 
Robert  Goodhope,  Dave  Johnson,  J.  Geoffrey  Slingsby,  Craig 
Hansen,  David  Sandvik,  Stephen  Haas,  Charles  Hart,  O. 
Myron  Jerde,  James  Rud,  Tom  Hermann,  Edwin  Sweet, 
James  Collins,  Kevin  Bjordahl  and  Paul  Amundson. 

Dr  Pekas  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  and  approve  them  as  pub- 
lished and  distributed.  The  motion  was  seconded  and 
carried. 

Dr  Reynolds  announced  the  appointments  to  the 
Nominating  Committee  as  determined  by  Jerome  Eckrich, 
MD,  President.  Members  appointed  to  the  Nominating 
Committee  were  Doctors  Kenneth  Bartholomew,  Marlin 
Lamb,  Richard  Holm,  B.  O.  Lindbloom,  Stephan  Schroeder, 
Richard  Gere,  Jeffrey  Hagen,  Duane  Reaney,  Craig  Hansen, 
John  Malm,  James  Collins  and  Ben  Chaska,  with  Dr  Reaney 
serving  as  chairman. 

Dr  Reynolds  introduced  Dr  Joseph  L.  Hatch,  a member 
of  the  American  Medical  Political  Action  Committee.  Dr 
Hatch  presented  an  award  to  Marie  Hovland,  SoDaPAC 
chairman,  for  1990  membership,  noting  that 
SoDaPAC/AMPAC  membership  increased  14%  above  the 
goal  set  for  1990. 

Dr  Reynolds  as  Speaker  of  the  House  appointed  the 
members  of  the  four  reference  committees.  These  appoint- 
ments are  as  follows: 

1.  Reference  Committee  on  Credentials,  Resolutions  and 
Memorials  and  Reports  of  the  Ofllcers  and  Councilors: 
Doctors  J.  Michael  McMillin,  Chairman,  Howard  Saylor, 
Daniel  Kennelly,  Mick  Hurley,  V.  R.  Brandenburg,  Morris 
Radack,  and  Edwin  Sweet. 

2.  Reference  Committee  on  Reports  of  the  Commissions 
on  Medical  Service;  Legislation  and  Governmental  Rela- 
tions: Doctors  David  Sandvik,  Chairman,  John  Barker, 
Catherine  Gerrish,  John  Jones,  James  Ryan,  Robert  Van- 
Demark, Jr,  Jem  Hof,  John  Barlow,  Kevin  Bjordahl  and  John 
Sail. 

3.  Reference  Committee  on  Reports  of  Commissions  on 
Scientific  Medicine;  Internal  Affairs,  Communications  and 
Liaison;  and  Professional  Liability:  Doctors  Jeffrey  Hanson, 
Winston  Odiand,  Tad  Jacobs,  Mark  Kummer,  J.  Geoffrey 
Slingsby,  Frank  Messner,  Robert  Goodhope,  Daniel  Blue 
and  Paul  Amundson. 

4.  Reference  Committee  on  Reports  of  Special  Commit- 
tees and  Miscellaneous  Business:  Doctors  Thomas  White, 
Chairman,  Richard  Honke,  Thomas  Braithwaite,  Earl 
Kemp,  Charles  Yelverton,  O.  Myron  Jerde,  Steven  Haas,  and 
Thomas  Hermann. 


Dr  Ortmeier  moved  that  the  reports  of  the  officers  and 
councilors  not  be  read  and  they  be  referred  to  the  ap- 
propriate reference  committee.  The  motion  was  seconded 
and  carried. 

Dr  Reynolds  called  for  the  introduction  of  resolutions 
from  the  Council  which  have  not  been  published  in  the 
Delegate’s  Handbook.  Dr  Engelbrecht  introduced  Resolu- 
tion #5  which  endorses  the  AMA’s  Health  Access  America 
program.  This  was  referred  to  the  Reference  Committee  on 
Credentials,  Resolutions  and  Memorials  and  Reports  of  the 
Officers  and  Councilors. 

RESOLUTION  #5 
TO:  HOUSE  OF  DELEGATES 

FROM:  COUNCIL 

SUBJECT:  HEALTH  ACCESS  AMERICA  PROGRAM 
RESOLVED,  the  South  Dakota  State  Medical  Association 
endorses  the  AMA’s  Health  Access  America 
Program. 

Resolution  was  amended  to  state  the  South  Dakota  State 
Medical  Association  endorses  the  "concept  of  the  AMA’s  Health 
Access  America  program  and  directs  the  Council  to  initiate  a 
program  that  would  assess  the  health  care  access  problems  in 
South  Dakota  and  make  recommendations  as  to  further  im- 
plementation of  solutions,  and  that  this  report  be  submitted  to 
the  House  of  Delegates  at  their  1992  meeting".  The  resolution 
as  amended  was  adopted  at  the  Second  House  of  Delegates 
meeting. 

Dr  Holm  Introduced  Resolution  #3  which  accepts  the 
public  relations  proposal  from  Lawrence  and  Schiller  and 
approves  a state  dues  increase  of  $50  effective  in  1992.  This 
was  referred  to  the  Reference  Committee  on  Reports  of  the 
Commissions  on  Scientific  Medicine;  Internal  Affairs,  Com- 
munications and  Liaison;  and  Professional  Liability. 

RESOLUTION  #3 
TO:  HOUSE  OF  DELEGATES 

FROM:  COUNCIL 

SUBJECT:  PUBLIC  RELATIONS  PROGRAM  AND 
DUES  INCREASE 

RESOLVED,  the  South  Dakota  State  Medical  Association 
accept  the  public  relations  proposal  from 
Lawrence  and  Schiller  and  approve  a state 
dues  increase  of  $50  effective  in  1992. 

Resolution  was  adopted  at  the  Second  House  of  Delegates 
meeting. 

Dr  Reynolds  called  for  introduction  of  resolutions  from 
district  medical  societies  which  have  not  been  published  in 
the  Delegate’s  Handbook.  Dr  Blue  introduced  Resolution 
#2  on  the  utilization  of  medical  Assistants.  This  was 
referred  to  the  Reference  Committee  on  Credentials, 
Resolutions  and  Memorials  and  Reports  of  the  Officers  and 
Councilors. 

RESOLUTION  #2 
TO:  HOUSE  OF  DELEGATES 

SD  STATE  MEDICAL  ASSOCIATION 
FROM:  SEVENTH  DISTRICT  MEDICAL  SOCIETY 

SUBJECT:  UTILIZATION  OF  MEDICAL  ASSISTANTS 
WHEREAS,  Medical  Assistants  undergo  one  year  of  formal 
instruction  and  receive  a certificate  as  to  suc- 
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cessful  completion  and  competency  (tf  skills; 
and 

WHKRKAS,  Medical  Assistants  are  under  direct  super- 
vision of  a licensed  physician;  and 
WHEREAS,  Medical  Assistants  are  extensions  of  the 
physician  for  communication  and  conveyin};  of 
physician  orders  to  and  from  patients  and 
other  health  professionals;  and 
WHEREAS,  all  physician  orders  are  confirmed  in  writinn 
by  the  physician; 

THEREEORE  BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  supports  the  use  of 
Medical  Assistants  in  assisting  the  physician 
in  conveying  and  relaying  orders  to  nursing 
home  personnel  and  other  health  professionals 
as  presently  outlined  hy  the  Nurse  Practice 
Act. 

Resolution  was  amended  to  delete  the  fust  Whereas  statement. 
The  resolution  as  amended  was  adopted  at  the  Second  House 
of  Delegates  meeting. 

Dr  Reynolds  called  for  introduction  of  resolutions  from 
individual  delegates.  Dr  Smith  introduced  Resolution  #6  on 
health  access  in  South  Dakota.  This  was  referred  to  the 
Reference  Committee  on  Reports  of  the  Commissions  on 
Medical  Service;  Legislation  and  Governmental  Relations. 

RESOLUTION  #6 
TO:  HOUSE  OF  DELEGATES 

FROM:  DAVID  SMITH,  MD 

SUBJECT:  HEALTH  ACCESS  SOUTH  DAKOTA 
WHEREAS,  the  South  Dakota  Medical  Association  needs  a 
positive  public  statement  of  that  for  which  we 
stand,  and 

WHEREAS,  this  public  statement  will  aid  in  developing 
positive  public  relations  and  assist  in  building 
cohesion  within  the  organization,  be  it 
RESOLVED,  the  South  Dakota  State  Medical  Association 
develop  during  the  1991-92  year  a Health  Ac- 
cess South  Dakota  proposal  to  parallel  to  a 
greater  or  lesser  extent  the  AMA’s  Health  Ac- 
cess America  proposal,  such  to  be  developed  by 
the  mechanism  of  a series  of  editorials  or  pro 
and  con  columns  in  the  SOUTH  DAKOTA 
JOURNAL  OF  MEDICINE 

Resolution  was  amended  to  state,  "Resolved  that  there  be  a 
fonun  in  which  there  is pnnted  mate/ial possibly  in  the  SOUTH 
DAKOTA  JOURNAL  OE  MEDICINE,  which  expands  on  the 
points  of  Health  Access  Amenca  emphasizing  their  application 
in  South  Dakota,  and  that  the  Council  develop  policies  for 
Health  Access  in  South  Dakota  based  on  the  discussion  in  this 
fonun. " The  resolution  as  amended  was  adopted  at  the  Second 
House  of  Delegates  meeting. 

Dr  Chaska  introduced  Resolution  #4  on  Medicare  fee 
discrimination  against  new  physicians.  This  was  referred  to 
the  Reference  Committee  on  Reports  of  Special  Committees 
and  Miscellaneous  Business. 

RESOLUTION  #4 
TO:  HOUSE  OF  DELEGATES 

FROM:  YOUNG  PHYSICIANS  SECTION 

SUBJECT:  1990  MEDICARE  FEE  DISCRIMINATION 
AGAINST  NEW  PHYSICIANS 


WHEREAS,  OBRA  90  instituted  in  January  1991  specific 
Medicare  fee  reductions  for  "new  physicians"  of 
80%  payment  to  all  physicians  in  their  first  full 
calendar  year  of  medical  practice  (equally  dis- 
counting payments  during  the  months 
practiced  prior  to  that  first  January),  and  of 
85%,  90%  and  95%  to  all  physicians  in  their  2nd, 
3rd  and  4th  calendar  years  of  practice  respec- 
tively; and 

WHEREAS,  even  after  RBRVS  implementation  begins  in 
1992,  these  payment  differentials  will  persist  in 
law;  and 

WHEREAS,  the  AMA  Council  in  Legislation  has  placed  the 
elimination  of  this  discriminatory  policy  as  its 
Number  1 Legislative  Priority;  and 
WHEREAS,  Congressman  Edolphus  (Ed)  Towns  (D-NY)  has 
introduced  House  Bill  1898  to  repeal  Medicare 
payment  difTerentials  for  "new  physicians;"  and 
WHEREAS,  it  is  critical  for  each  state  and  specialty  society 
in  the  federation  to  join  the  AMA  in  the  upcom- 
ing battle  to  ensure  equitable  payments  for  all 
physicians  under  RBRVS;  therefore  be  it 
RESOLVED,  that  the  South  Dakota  State  Medical  Associa- 
tion strongly  opposes  the  onerous  provisions  of 
OBRA  1990;  which  currently  discriminate  in 
payments  to  new  physicians;  and,  be  it  further 
RESOLVED,  that  the  South  Dakota  State  Medical  Associa- 
tion establish  the  elimination  of  payment 
differentials  for  new  physicians  as  a top  rank 
legislative  priority  for  1991  and  beyond,  if 
necessary,  with  the  commitment  of  appropriate 
staff  resources,  and  key  contacts;  and,  be  it 
further 

RESOLVED,  that  the  South  Dakota  State  Medical  Associa- 
tion persistently  encourage  its  Congressional 
Delegation  to  co-sponsor  House  Bill  1898  and 
its  companion  Senate  Bill,  when  introduced. 

H.  R.  1898 

To  amend  the  Social  Security  Act  to  repeal  the  reduced 
Medicare  reimbursement  for  new  physicians. 

Be  it  enacted  by  the  Senate  and  House  of  Representatives 
of  the  United  State  of  America  in  Congress  assembled. 

Section  1.  Section  1842(b)(4)  of  the  Social  Security  Act  (42 
U.S.C.  1395w(b)(4))  is  amended  by 

Repealing  subparagraph(F). 

Sec.  2.  Effective  Date  This  amendment  is  to  be  effective 
upon  enactment. 

Resolution  m’aj  adopted  at  the  Second  House  of  Delegates 
meeting. 

Dr  Reynolds  referred  pages  1-11  of  the  Delegate’s  Hand- 
book to  the  Reference  Committee  on  Credentials, 
Resolutions  and  Memorials;  and  Reports  of  Officers  and 
Councilors. 

Dr  Reynolds  referred  pages  12-15  including  Resolution 
#1  to  the  Reference  Committee  on  Reports  of  Commissions 
on  Medical  Service;  and  Legislation  and  Governmental 
Relations. 

RESOLUTION  #I 
TO:  HOUSE  OE  DELEGATES 

SD  STATE  MEDICAL  ASSOCIATION 
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FROM:  THIRD  DISTRICT  MEDICAL  SOCIETY 

SUBJECT:  AVERAGE  DOCTOR’S  SALARY  RATE 
WHEREAS,  many  primary’  care  physicians  are  not  compen- 
sated at  the  "average  doctor’s  salary"  rate;  and 
WHEREAS,  announcement  of  "average  doctor’s  salary"  is 
harmful  to  doctor/patient  relationships;  and 
WHEREAS,  there  are  no  "average"  doctors;  be  it 
RESOLVED,  that  the  South  Dakota  State  Medical  Associa- 
tion does  not  support  the  AMA  announcements 
of  average  doctor  salaries. 

Resolution  was  rejected  at  the  Second  House  of  Delegates 
meeting.  This  issue  is  to  be  addressed  on  a statewide  basis 
through  public  relations  efforts. 


Dr  Reynolds  referred  pages  16-22  to  the  Reference  Com- 
mittee on  Reports  of  Commissions  on  Scientific  Medicine; 
Internal  Affairs,  Communication  and  Liaison;  and  Profes- 
sional Liability. 

Dr  Reynolds  referred  pages  23-29  to  the  Reference  Com- 
mittee on  Reports  of  Special  Committees  and  Miscellaneous 
Business. 

Dr  Reynolds  directed  that  the  House  continue  in  session 
with  only  members  of  the  State  Medical  Association,  the 
Blue  Shield  Board  and  staff.  At  this  time  Mr  Johnson 
presented  a synopsis  of  a statewide  public  relations  survey 
done  by  Lawrence  and  Schiller  advertising  agency. 

The  House  then  viewed  a video  prepared  by  the  American 
Medical  Association  on  the  AMA’s  Health  Access  America 
program. 

Dr  Reynolds  announced  the  various  corporate  body  ses- 
sions which  are  scheduled  to  follow  the  House  of  Delegates, 
and  he  have  a brief  overview  of  the  remaining  annual  meet- 
ing sessions. 

There  being  no  further  business  tbe  meeting  adjourned 
at  10:40  am. 


MINUTES  OF  THE 
SECOND  HOUSE  OE  DELEGATES 
10:00  am  Washington  Room 

Saturday  Ramkota  Inn 

June  8, 1991  Sioux  Falls,  SD 

The  meeting  was  called  to  order  at  10:05  am,  by  James 
Reynolds,  MD,  Speaker  of  the  House.  Those  present  for  roll 
call  were  Doctors  Jerome  Eckrich,  Richard  Porter,  M. 
George  Thompson,  Mary  Carpenter,  James  Reynolds, 
Robert  L.  Ferrell,  Michael  Pekas,  James  Hovland,  James 
Larson,  Richard  Holm,  Leonard  Linde,  Stephan  Schroeder, 
Lucio  Margallo,  K.  Gene  Koob,  Guy  Tam,  Peters  Lakstigala, 
C.  Roger  Stoltz,  Robert  Raszkowski,  Duane  Reaney  David 
Smith,  James  Engelbrecht,  Thomas  Krafka,  Richard  Renka, 
J.  Geoffrey  Slingsby,  John  Malm,  Ben  Chaska,  Kenneth 
Bartholomew,  Winston  Odiand,  Catherine  Gerrish,  Marlin 
Lamb,  Gerald  Tracy,  Richard  Hieb,  B.O.  Lindbloom, 
Howard  L.  Saylor,  Curtis  Buchholz,  Richard  Gere,  Richard 
Honke,  James  Ryan,  Mark  Kummer,  J.  Michael  McMillin, 
Daniel  Kennelly,  John  Barker,  Steve  Olson,  Mick  Hurley, 
Thomas  White,  W.O.  Rossing,  Verdayne  Brandenburg, 
Robert  E.  VanDemark,  Jr,  Barbara  Hall,  C.E.  Gutch,  John 
Sail,  Frank  Messner,  Jem  Hof,  Charles  Yelverton,  Morris 
Radack,  Robert  Goodhope,  John  Barlow,  Craig  Hansen, 
David  Sandvik,  Stephen  Haas,  Reuben  Bareis,  Joseph 
Hamm,  James  Rud,  Edwin  Sweet,  James  Collins,  Kevin 


BJordahl  and  Paul  Amundson.  A quorum  was  present  and 
the  meeting  was  declared  competent  to  proceed. 

A motion  was  made  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  will  be 
printed  and  distributed.  The  motion  was  seconded  and 
carried. 


Dr  Reaney  read  the  Report  of  the  Nominating  Committee. 

REPORT  OP  THE  NOMINATING  COMMITTEE 
The  Nominating  Committee  submits  the  following  recom- 
mendations for  the  consideration  of  the  House  of  Delegates: 
OPPICERS 


President  Elect  M.  George  Thompson,  DO 

Vice  President  Thomas  Kraflca,  MD 

AMA  Alternate  Delegate  Michael  Pekas,  MD 

Speaker  of  the  House  James  Reynolds,  MD 

COUNCILORS  - 3 year  terms: 


Mitchell  District  #6 
Sioux  Falls  District  #7 

Yankton  District  #8 
Black  Hills  District  #9 
Rosebud  District  #10 
Northwest  District  #11 
Whetstone  Valley  District  #12 


Lucio  Margallo,  MD 
Guy  Tam,  MD 
C.  Roger  Stoltz,  MD 
Larry  Meyer,  MD 
Richard  Renka,  MD 
John  Malm,  MD 
David  Yecha,  MD 
Kevin  BJordahl,  MD 


ALTERNATE  COUNCILORS  - 3 year  terms: 


Sioux  Falls  District  #7 
Black  Hills  District  #9 
Rosebud  District  #10 
Northwest  District  #11 
Whetstone  Valley  District  #12 


Lawrence  Finney,  MD 
Dave  Johnson,  MD 
R.G.  Nemer,  MD 
James  Wunder,  MD 
Alan  Bloom,  MD 


ANNUAL  MEETING  SITE 

1992  - Rapid  City,  SD,  June  4-6,  1992 

1993  - Sioux  Palls,  SD,  June  10-12,  1993 

1994  - Rapid  City,  SD,  June  9-11,  1994 

1995  - recommend  the  SDSMA  stall’  investigate  the 
feasibility  of  holding  the  annual  meeting  in  Pierre  and 
report  back  to  the  Council. 

Respectfully  submitted, 
NOMINATING  COMMITTEE 
Duane  Reaney,  MD,  Chairman 
Kenneth  Bartholomew,  MD 
Marlin  Lamb,  MD 
Richard  Holm,  MD 
B.O.  Lindbloom  MD 
Stephan  Schroeder,  MD 
Richard  Gere,  MD 
Jeffrey  Hagen,  MD 
Craig  Hansen,MD 
John  Malm,  MD 
Ben  Chaska,  MD 

Dr  Eckrich  nominated  Winston  Odiand,  MD  for  Coun- 
cilor from  District  One  to  replace  Jay  Bachmayer,  MD.  The 
nomination  was  seconded.  Dr  Krafka  nominated  J.  Geoffrey 
Slingsby,  MD  for  Councilor  from  District  Nine.  The  motion 
was  seconded.  A motion  was  made  that  the  two  nominations 
from  the  floor  and  the  Report  of  the  Nominating  Committee 
be  approved.  Tbe  motion  was  seconded  and  carried. 

Dr  William  Jacott,  a member  of  the  AMA  Board  of 
Trustees  spoke  to  the  House  of  Delegates  concerning  the  key 
issues  to  be  addressed  at  the  AMA’s  annual  meeting  this 
month.  The  number  one  issue  being  implementation  of  the 
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Resource  Based  Relative  Value  Study  (RBRVS). 

Dr  McMillin  read  the  Report  ol  the  Reference  Committee 
on  Credentials,  Resolutions  and  Memorials  and  Reports  of 
Officers  and  Councilors. 

REPORT  OF  THE  REFERENCE  COMMUTEE  ON 

CREDENTIALS,  RESOLUTIONS  AND  MEMORIALS 

AND  REPORTS  OF  OFFICERS  AND  COUNCIU)RS 

The  following  delegates,  alternate  delegates,  ofllcers  and 
councilors  of  the  South  Dakota  State  Medical  Association 
were  present:  Doctors  Jerome  Eckrich,  Richard  Porter,  M. 
George  Thompson,  Mary  Carpenter,  James  Reynolds, 
Robert  L.  Ferrell,  Michael  Pekiis,  James  Hovland,  James 
Larson,  Richard  Holm,  Stephan  Schroeder,  Lucio  Margallo, 
Jeffrey  Hagen,  K.  Gene  Koob,  Rodney  Parry,  (Juy  Tam, 
Lowell  Hyland,  C.  Roger  Stoltz,  Robert  Raszkowski,  David 
Smith,  Duane  Reaney,  James  Engelbrecht,  Thomas  KralTca, 
Richard  Renka,  John  Barlow,  John  Malm,  Ben  Chaska, 
Kenneth  Bartholomew,  Winston  Odiand,  Catherine  Ger- 
rish.  Marlin  Lamb,  Gerald  Tracy,  Tad  Jacobs,  B.O. 
Lindbloom,  Howard  L.  Saylor,  Richard  Gere,  John  Jones, 
Richard  Honke,  James  Ryan,  Robert  Talley,  Mark  Kummer, 
Loren  Tschetter,  J.  Michael  McMillin,  Daniel  Kennelly, 
John  Barker,  C.F.  Gutch,  Daniel  Blue,  Mick  Hurley,  Thomas 
White,  W.O.  Rossing,  Thomas  Braithwaite,  Verdayne  Bran- 
denburg, Barbara  Hall,  Robert  E.  VanDemark,  Jr,  D.G. 
Ortmeier,  Earl  Kemp,  John  Sail,  Frank  Messner,  Jem  Hof, 
Morris  Radack,  T.H.  Sattler,  Robert  Goodhope,  Dave 
Johnson,  J.  Geoffrey  Slingsby,  Craig  Hansen,  David 
Sandvik,  Stephen  Haas,  Charles  Hart,  O.  Myron  Jerde, 
James  Rud,  Tom  Hermann,  Edwin  P.  Sweet,  James  Collins, 
Kevin  Bjordahl  and  Paul  Amundson. 

A quorum  was  present  for  the  meeting  of  the  House  of 
Delegates.  Total  registration  for  the  convention  is  296, 
including  150  physicians,  13  guests,  69  Auxiliary  members, 
8 USDSM  Basic  Science  Faculty  and  56  sponsoring  com- 
panies. 

The  Reference  Committee  reviewed  the  Reports  of  the 
Officers  and  Councilors  and  recommends  they  be  accepted 
as  submitted. 

Th&  committee  submits  the  following  resolution  for  the 
consideration  of  the  House  of  Delegates: 

WHEREAS,  the  Seventh  District  Medial  Society,  the 
Seventh  District  Medical  Auxiliary,  the  Water- 
town  District  Medical  Auxiliary,  the 
Madison-Brookings  District  Medical  Auxiliary 
and  the  Whetstone  Valley  District  Medical 
Auxiliary  have  made  excellent  arrangements 
for  the  success  of  this  Annual  Meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  express  its  appreciaticm  and 
thanks  to  the  local  physicians  in  the  Seventh 
District  Medical  Society,  and  the  Seventh  Dis- 
trict Medical  Society  Auxiliary,  the  Watertown 
District  Medical  Auxiliary,  the  Madison- 
Brookings  District  Medical  Auxiliary  and  the 
Whetstone  Valley  District  Medical  Auxiliary. 
WHEREAS,  the  management  of  the  Ramkota  Inn  has  been 
most  cooperative  in  providing  facilities  for  the 
Annual  Meeting  and  the  Auxiliary  luncheon, 
BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  and  appreciation 
to  the  Ramkota  Inn. 

WHEREAS,  the  Sioux  Palls  Argus  Leader,  KELO-TV  and 


KELO  radi<t,  KSFY-IV,  KDLT-IA',  KSOO 
radio,  KXRB  radio  and  the  Associated  Press 
have  been  most  cooperative  in  presenting  the 
public  news  of  the  annual  meeting, 

BP;  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  thank  the  Sioux  Palls  Argus 
Leader,  KELO-TV  and  KELO  radio,  KSPT- lY, 
KDLT-'I’V,  KSOO  radio,  KXRB  radio  and  the 
Associated  Press. 

WHERItAS,  Elmwood  Golf  Course  and  the  Valley  West  I’rap 
and  Sporting  Clays  Range  have  been  most 
cooperative  in  providing  facilities  for  the  golf 
tournament  and  sporting  clays, 

BP]  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  thanks  to  Elmwood  (Jolf 
Course  and  the  Valley  West  Trap  and  Sporting 
Clays  Range. 

WHEREAS,  the  sponsoring  companies  have  contributed  a 
great  deal  towards  the  success  of  this  annual 
meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  thank  the  sponsoring  companies 
for  their  support  and  participation. 

BE  IT  RESOLVED,  that  $100  be  donated  to  the  South 
Dakota  Medical  School  Endowment  Associa- 
tion in  memory  of  each  of  the  following 
physicians  who  died  during  the  past  year: 
Charles  Tesar,  MD 
PTederick  Kohimeyer,  MD 
George  Arnold,  MD 
Myron  C.  Tank,  MD 
P'loyd  Alcorn,  MD 
Durward  Lang,  MD 

The  Reference  Committee  considered  Resolution  #2  on 
Utilization  of  Medical  Assistants  and  recommends  the  first 
WHEREAS  statement  as  follows  be  deleted: 

"WHEREAS,  Medical  Assistants  undergo  one  year  of  formal 
instruction  and  receive  a certificate  as  to  suc- 
cessful completion  and  competency  of  skills; 
and" 

The  Reference  Committee  recommends  Resolution  #2  as 
amended  be  adopted. 

The  Reference  Committee  considered  the  Resolution  on 
Health  Access  America  Program  and  recommends  the  adop- 
tion of  Resolution  #5  as  amended. 

"RESOLVED,  the  South  Dakota  State  Medical  Association 
endorses  the  concept  of  the  AMA’s  Health  Ac- 
cess America  program  and  directs  the  Council 
to  initiate  a program  that  would  assess  the 
health  care  access  problems  in  South  Dakota 
and  make  recommendations  as  to  further  im- 
plementation of  solutions,  and  that  this  report 
be  submitted  to  the  House  of  Delegates  at  their 
1992  meeting." 

Respectfully  submitted, 
REFERENCE  COMMUTEE  ON  CREDENTIALS, 
RESOLUTIONS  AND  REPORTS  OP  OFFICERS 

AND  COUNCILORS 
J.  Michael  McMillin,  MD,  Chairman 
Morris  Radack,  MD 
Edwin  P.  Sweet,  MD 
Howard  Saylor,  MD 
Daniel  Kennelly,  MD 
Mick  Hurley,  MD 
V.R.  Brandenburg,  MD 
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A motion  was  made  to  accept  the  Report  of  the  Reference 
Committee  on  Credentials,  Resolutions,  and  Memorials  and 
Reports  of  Officers  and  Councilors.  The  motion  was 
seconded  and  carried. 

Dr.  David  Sandvik  read  the  report  of  the  Reference  Com- 
mittee on  Reportsofthe Commission  on  Medical  Serviceand 
the  Commission  on  Legislation  and  Governmental  Rela- 
tions. 

REPORT  OF  THE  REFERENCE  COMMHTEE  ON 
REPORTS  OF  THE  COMMISSION  ON  MEDICAL 
SERVICE  AND  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Legislation  and  Governmental  Relations. 
The  Reference  Committee  recommends  acceptance  of  this 
report  with  the  following  addition  to  be  made  to  the  para- 
graph regarding  durable  power  of  attorney.  "A  new  brochure 
should  be  developed  to  include  an  explanation  of  tbe  recent 
Living  Will  legislation." 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Medical  Service.  The  Committee  recom- 
mends acceptance  of  this  report  with  the  following  changes. 
In  paragraph  #3  regarding  mental  illness,  substitute  #(2) 
with  "the  SDSMA  should  encourage  private  insurance  com- 
panies to  olfer  optional  psychiatric  benefits"  and  delete  #(4). 
The  Reference  Committee  recommends  a change  in  tbe 
paragraph  dealing  with  workmen’s  compensation  and 
recommends  that  the  Commission  on  Medical  Service  look 
into  continuing  ways  of  dealing  with  workmen’s  compensa- 
tion. 

The  Reference  Committee  reviewed  and  rejected  adoption 
of  Resolution  #1  and  recommends  instead  that  these  issues 
he  addressed  on  a statewide  basis  through  public  relations 
elTorts. 

The  Reference  Committee  reviewed  Resolution  #6  con- 
cerning a Health  Access  Program  for  South  Dakota  and 

recommends  adoption  of  the  resolution  with  the  following 
amendment: 

"RESOLVED,  that  there  be  a forum  in  which  there  is  printed 
material,  possibly  in  the  South  Dakota  Jour- 
nal, which  expands  on  the  points  of  Health 
Access  America  emphasizing  their  application 
in  South  Dakota,  and  that  the  Council  develop 
policies  for  Health  Access  in  South  Dakota 
based  on  the  discussion  in  this  forum." 

Respectfully  submitted, 
REFERENCE  COMMITFEE  ON  REPORTS 
OF  THE  COMMISSION  ON  MEDICAL  SERVICE 
AND  THE  COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 
David  Sandvik,  MD,  Chairman 
John  Jones,  MD 
James  Ryan  MD 
John  Barker,  MD 
R.E.  VanDemark,  Jr.,  MD 
Jem  Hof,  MD 
John  Barlow,  MD 
Kevin  BJordahl,  MD 
John  Sail,  MD 

A motion  was  made  to  accept  the  report  of  the  Reference 
Committee  on  Reports  of  the  Commission  on  Medical  Ser- 
vice and  the  Commission  on  Legislation  and  Governmental 


Relations.  The  motion  was  seconded  and  carried. 

Dr  Winston  Odiand  read  the  report  of  the  Reference 
Committee  on  Reports  of  the  Commissions  on  Scientific 
Medicine;  Internal  Affairs,  Communications  and  Liaison; 
and  Professional  Liability. 


REPORT  OF  THE  REFERENCE  COMMITTEE  ON 

REPORTS  OF  THE  COMMISSIONS  ON  SCIENTIFIC 
MEDICINE;  INTERNAL  AFFAIRS,  COMMUNICAIONS 
AND  LIAISON;  AND  PROFESSIONAL  LIABILITY 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Scientific  Medicine.  The  Reference  Com- 
mittee recommends  the  membership  be  polled  for  input 
regarding  the  annual  meeting  CME  program  and  regarding 
the  length  of  the  annual  meeting.  The  Reference  Committee 
also  recommended  follow-up  regarding  the  1989  request  to 
the  AMA  for  a study  on  the  efficiency  and  effectiveness  of 
quality  assurance  standards  on  a national  level.  The  Refer- 
ence Committee  recommends  acceptance  of  the  balance  of 
this  report. 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Internal  Affairs,  Communications  and 
Liaison.  The  Reference  Committee  recommends  acceptance 
of  this  report. 

The  Reference  Committee  reviewed  the  Health  Career 
Grant  Fund  financial  report  and  recommended  ways  be 
sought  to  replenish  the  fund.  The  Reference  Committee 
recommends  acceptance  of  the  report. 

The  Reference  Committee  reviewed  the  proposed  budget 
for  the  fiscal  year  1991-92.  The  Reference  Committee  recom- 
mends acceptance  of  the  budget. 

The  Reference  Committee  reviewed  the  Report  of  the 
Commission  on  Professional  Liability.  The  Reference  Com- 
mittee recommends  acceptance  of  this  report. 

The  Reference  Committee  reviewed  Resolution  #3,  con- 
cerning a public  relations  program  and  dues  increase.  The 
Reference  Committee  recommends  acceptance  of  this 
resolution. 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON  REPORTS  OF  THE 
COMMISSIONS  ON  SCIENTIFIC  MEDICINE; 

INTERNAL  AFFAIRS,  COMMUNICATIONS  AND 
LIAISON;  AND  PROFESSIONAL  LIABILITY 
Jeffrey  Hanson,  MD,  Chairman 
Winston  Odiand,  MD 
Tad  Jacobs,  DO 
Mark  Kummer,  MD 
Frank  Messner,  MD 
Robert  Goodhope,  MD 
J.  Geoffrey  Slingsby,MD 
Paul  Amundson,  MD 
Daniel  Blue,  MD 

A motion  was  made  to  accept  tbe  Report  of  the  Reference 
Committee  on  Reports  of  the  Commissions  on  Scientific 
Medicine;  Internal  Affairs,  Communications  and  Liaison; 
and  Professional  Liability.  The  motion  was  seconded  and 
carried. 

Dr  Thomas  White  read  the  Report  of  the  Reference 
Committee  on  Reports  of  Special  Committees  and  Miscel- 
laneous Business. 
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REPORT  OF  THE  REFERENCE  COMMUTEE  ON 
REPORTS  OF  SPECIAL  COMMUTEES  AND 
MISCELLANEOUS  BUSINESS 

The  Reference  Committee  has  reviewed  and  recommends 
acceptance  of  reports  from  the  Committee  for  Continuing 
Medical  Education,  the  Budget  and  Audit  Committee,  the 
ShareCare  Committee,  the  Grievance  Commission,  the 
South  Dakota  Political  Action  Committee  the  Board  of 
Directors  of  the  South  Dakota  Medical  ScIkh)!  Endowment 
Association,  the  Physicians  HELP  Committee,  the  Archives 
and  History  Commission,  the  AIDS  Task  Force  and  the 
Special  Medicare  Committee.  The  Reference  Committee 
supports  the  efforts  of  the  Physicians  HELP  Committee  and 
encourages  them  to  make  the  Association’s  membership  and 
appropriate  professionals  aware  of  this  program. 

The  Reference  Committee  reviewed  Resolution  #4  con- 
cerning Medicare  fee  discrimination  against  new  physicians. 
The  Reference  Committee  recommends  adoption  of  Resolu- 
tion #4  as  presented. 

Respectfully  submitted, 
REFERENCE  COMMUTEE  ON  REPORTS  OF 
SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 
Thomas  White,  MD,  Chairman 
Thomas  Braithwaite,  MD 
Earl  Kemp,  MD 
Stephen  Haas,  MD 
Richard  Honke,MD 
O.  Myron  Jerde,  MD 
Thomas  Hermann,  MD 

A motion  was  made  to  accept  the  report  of  the  Reference 
Committee  on  Reports  of  Special  Committees  and  Miscel- 
laneous Business.  The  motion  was  seconded  and  carried. 

David  Gerdes,  Dennis  Duncan  and  Dean  Krogman, 
SDSMA  lobbyists,  spoke  to  tbe  House  of  Delegates  reviewing 
the  legislative  process  and  stressing  the  importance  of  know- 
ing local  legislators  on  a personal  basis. 

Dr  Richard  1.  Porter  was  installed  as  president  of  the 
South  Dakota  State  Medical  Association  and  briefly  ad- 
dressed the  House  of  Delegates.  The  presidential  address 
was  followed  by  introduction  of  the  new  ofTicers. 

There  being  no  further  business,  tbe  meeting  adjourned 
at  11:50  am. 

PRESIDENTIAL  OATH  OF  OFFICE 

1 SOLEMNLY  SWEAR  THAT  I shall  carry  out  the  duties 
of  the  President  of  the  South  Dakota  State  Medical  Associa- 
tion to  the  best  of  my  ability.  I shall  strive  constantly  to 
maintain  the  ethics  of  the  medical  profession  and  to  promote 
the  public  health  and  welfare.  I shall  dedicate  myself  and 
my  oflice  to  improving  health  standards  and  to  the  task  of 
bringing  increasingly  improved  medical  care  to  the  people 
of  South  Dakota.  I shall  uphold  the  Constitution  and  Bylaws 
of  the  AMA  and  the  South  Dakota  State  Medical  Association. 

I shall  champion  the  cause  of  freedom  in  medical  practice 
and  freedom  for  all  my  fellow  Americans. 

I do  solemnly  swear  that  I will  discharge  the  duties  of  this 
office  to  the  best  of  my  ability,  so  help  me  God. 

REPORT  OF  THE  PRESIDENT  AND  CHAIRMAN 
OF  THE  EXECUTIVE  COMMISSION 

It  has  been  both  a challenge  and  a distinct  privilege  to 
have  served  you  as  President  of  your  State  Medical  Associa- 


tion during  the  past  year.  During  the  course  of  the  year,  I 
attended  and  participated  in  all  of  the  executive  commission 
and  council  meetings  and  feel  that  much  was  accomplished 
by  the  meml)ers  of  these  governing  bodies  as  a result  of  our 
deliberations.  With  the  proliferation  of  political  activity  and 
regulations  within  the  medical  arena,  has  come  a number  of 
problems  and  concerns  which  have  (Kcupied  a considerable 
amount  of  time  and  eiYort  on  the  part  of  your  leadership. 

Along  with  our  AMA  delegate,  Bruce  Lushbough,  and 
alternate  delegate,  Durward  Lang,  and  the  executive 
secretary.  Bob  Johnson,  I attended  and  participated  in  the 
annual  and  interim  AMA  meetings.  After  a distinguished 
four  years  of  service  as  our  AMA  delegate,  Bruce  Lushbough 
has  retired  from  this  position  following  the  last  AMA  interim 
meeting.  Again,  the  North  Central  Conference 
demonstrated  its  strong  leadership  and  provided  consider- 
able input  into  the  activities  and  deliberations  at  the 
National  AMA  House  of  Delegates. 

As  President,  I and  Bob  Johnson,  our  CEO,  visited  all  of 
the  medical  districts  and  found  these  meetings  to  be  very 
interesting  and  enjoyable.  The  exchange  of  information 
which  occurred  at  these  meetings  provided  insights  into  the 
unique  problems  and  concerns  of  each  district  which  could 
not  have  been  obtained  in  any  other  manner.  I feel  that 
these  visits  are  extremely  important  in  strengthening  and 
maintaining  the  bond  and  sense  of  collegiality  which  exists 
between  organized  medicine  at  the  state  level  and  the  mem- 
bers of  our  organization  who  practice  throughout  the  state. 
In  order  for  organized  medicine  to  continue  to  be  effective 
advocates  for  its  patients,  it  is  more  important  now  than  ever 
before  for  all  physicians  to  take  a pro-active  stance  on  behalf 
of  their  patients  and  their  profession.  Our  effectiveness  as 
individuals  is  best  facilitated  through  support  and  active 
participation  in  our  medical  organizations. 

I am  especially  grateful  for  the  commitment  and  expertise 
demonstrated  by  the  professional  staff  at  the  offices  of  the 
State  Medical  Association,  especially  Mr  Robert  Johnson 
and  Mrs  Jan  Anderson.  Without  the  continuing  support, 
counsel,  and  help  from  these  and  the  other  devoted  in- 
dividuals on  the  staff  at  the  State  Medical  Association  office, 
the  job  of  President  of  the  State  Medical  Association  would 
have  been  an  impossible  task.  Again,  I thank  you  all  for  the 
privilege  and  opportunity  for  having  been  able  to  serve  as 
your  President  and  am  grateful  to  all  of  you  for  your  help 
and  support  throughout  the  past  year. 

Respectfully  submitted, 
Jj\.  Eckrich,  MD 
President  and  Chairman 
Executive  Commission 

The  Reference  Committee  reviewed  the  Reports  of  the  President 
and  Chaimwn  of  the  Executive  Commission  and  recom- 
mended it  be  accepted  as  submitted. 


REPORT  OF  THE  PRESIDENT  ELECT 

Dr  Richard  Porter,  president  elect,  was  activated  along 
with  his  medical  reserve  unit  in  November  and  has  been  in 
Saudi  Arabia  since  shortly  after  Christmas.  Although  he 
has  not  yet  returned  we  look  forward  to  having  him  with  us 
for  the  annual  meeting  session. 

The  Reference  Committee  reviewed  the  repoit  of  the  Vice 
President  and  recommended  it  be  accepted  as  submitted. 
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REPORT  OF  THE  VICE  PRESIDENT 

The  honor  of  being  Vice  President  is  much  appreciated. 
Attendance  has  been  100%  at  all  Council  meetings  as  well 
as  all  executive  meetings.  I also  attended  the  North  Central 
Medical  Conference  in  Minneapolis. 

Working  with  and  for  the  State  Medical  Association  is  and 
has  been  my  main  project  for  years.  There  is  much  to  be 
done  with  new  challenges  all  the  time. 

Thank  you  for  the  privilege  of  working  for  the  SDSMA  as 
your  Vice  President. 

Respectfully  submitted, 
M.  George  Thompson,  DO 
Vice  President 

The  Reference  Committee  reviewed  the  repon  of  the  Vice 
President  and  recommended  it  be  accepted  as  submitted. 


Opposed  development  of  primary  care  services  by  com- 
munity pharmacists. 

Accepted  Dr  VanDemark’s  resignation  as  Editor  of  the 
Journal  and  recognized  his  33  years  of  unselHsh  service  in 
that  position. 

Approved  Drs  Freeman  and  Barlow  as  Co-Editors  of  the 
Journal. 

Approved  the  1991-92  budget. 

Received  the  report  from  Lawrence  & Schiller  public 
relations  survey  and  directed  the  state  office  staff  to  solicit 
bids  for  performance  of  the  initial  phase  of  a public  relations 
campaign. 

Elected  Distinguished  Service  Award  and  Community 
Service  Award  recipients. 

Elected  Endowment  Association  and  SoDaPAC  Directors. 


REPORT  OF  THE  SECRETARY-TREASURER 

It  has  been  an  interesting  and  educational  year  for  me 
serving  as  Secretary-Treasurer.  The  Council  and  Executive 
Commission  have  worked,  hopefully  to  benefit  the 
physicians  in  the  Association. 

I have  worked  with  the  Young  Physicians’  Group  this  year 
in  an  attempt  to  make  it  a stronger  voice  in  the  Association 
hy  our  younger  physician  members.  We  will  continue  to 
strongly  encourage  active  participation  by  this  group  on  both 
the  national  and  state  levels  as  I think  this  will  definitely 
benefit  our  Association  and  its  members. 

Respectfully  submitted, 
Mary  S.  Carpenter,  MD  FAAFP 
Secretary-  Treasurer 

The  Reference  Committee  reviewed  the  report  of  the  Secretary- 
Treasurer  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL 

It  has  been  my  privilege  again  to  serve  as  Chairman  of 
the  Council.  It  has  been  an  up  and  down  year  with  good  news 

- DAKOTACARE’s  relative  financial  prosperity  and  the 
demise  of  Medicare’s  Patterns  of  Care;  and  the  bad  news  - 
our  lack  of  success  with  our  legislative  agenda. 

The  Council  accomplished  the  following  in  1990-91:  Dr 
Krafka  was  elected  Chairman  of  the  Council  and  Dr  Car- 
penter as  Secretary-Treasurer  of  the  State  Medical 
Association.  Seated  Councilors:  Dr  Baas  and  Dr  Mai^allo 

- District  6,  Dr  Zielike  - District  9 and  Dr  Malm  - District 
10  and  Alternate  Councilors:  Dr  Barlow  - District  9 and  Dr 
Holm  - District  3.  Approved  loans  for  expansion  of  SDSMA 
building  and  the  purchase  of  the  Brzica  building. 

Nominated  Dr  Raszkowski  to  the  ACCME  Committee  for 
Review  and  Recognition. 

Established  a system  to  record  and  forward  complaints 
received  at  the  state  office  to  the  physician  involved. 

Approved  a pictorial  directory. 

Established  an  agenda  for  the  1991  Annual  Meeting. 

Met  with  Kevin  Loge  of  Blue  Shield  about  the  increasing 
number  of  requests  for  additional  information. 

Established  and  approved  the  1991  legislative  agenda. 

Adopted  a resolution  opposing  Ask-A-Nurse  and 
Healthformation  Programs. 

Received  with  some  satisfaction  news  of  the  demise  of 
Medicare’s  proposed  "Patterns  of  Care." 


Voted  to  support  triannual  physicals  for  high  school 
athletes. 

Elected  the  following  members  to  Honorary  Life  Member- 
ship: 

Roscoe  Dean,  MD,  William  Mattson,  MD,  Wm.  G.M. 
Huet,  MD,  Myron  Fahrenwald,  MD,  James  Vose,  MD, 
Robert  McGee,  MD,  Dennis  Epp,  MD,  TA.  Angelos,  MD, 
Karl  Wegner,  MD,  E.H.  Heinrichs,  MD,  Charles Tesar,  MD, 
Parry  Nelson,  MD,  H.H.  Theissen,  MD,  George  Barnett,  MD, 
Robert  Meyer,  MD,  Harold  Adams,  MD,  James  DeGeest, 
MD,  David  Patterson,  MD,  Werner  Klar,  MD,  Melford  Lyso, 
MD. 

This  year  the  Council  and  SDSMA  will  have  to  decide  the 
future  of  our  fledgling  public  relations  campaign,  and  will 
begin  to  address  access  to  health  care  by  reviewing  the 
AMA’s  Health  Access  America  Program. 

My  personal  thanks  to  the  SDSMA  staff,  especially  Jan 
Anderson  and  Bob  Johnson  for  their  help  and  support. 

Respectfully  submitted, 
Thomas  Krafka,  MD 
Chairman  of  the  Council 

The  Reference  Committee  reviewed  the  report  of  the  Chairman 
of  the  Council  and  recommended  it  be  accepted  as  submitted. 


South  Dakota 

DRUG  INFORMATION  CENTER 
1-800-456-1004 

OPEN  EVHERY  DAY 
8:00  am  - 4:30  pin 

For  questions  on: 

• Availability  • Side  effects 

• Identification  • Stability 

• Drug  Interactions  • Safety 

• Dosing  • Therapeutics 

• Drugs  of  Choice  • Pharmacokinetics 


216 


SOUTH  DAKOTA 


REPORT  OK  THE  AMA  I)ELE(;A  I E 

I have  had  the  privilej'e  of  serviti}*  as  your  alternate 
delegate  to  the  American  Medical  Association  House  of 
Delegates  during  the  past  year.  The  meetings  were  held  in 
Chicago  in  June  and  in  Orlando  in  December,  1990.  As  of 
January  1,  1991,  I assumed  the  position  of  AMA  Delegate 
and  plan  to  attend  the  annual  meeting  in  Chicago  this  June. 

The  controversy  regarding  Dr  James  Sammons,  our 
former  CEO,  turned  out  to  be  much  less  of  a problem  than 
we  had  originally  thought  it  was  at  the  time.  Internal 
financial  decisions  apparently  were  ironed  out  to  the  point 
where  no  one  at  the  House  of  Delegates  was  any  longer 
concerned  about  this.  Dr  Sammons  subsequently  has  left 
and  has  been  replaced  by  Dr  James  Todd.  The  Board  of 
Trustees  now  has  much  firmer  financial  control  over  the 
AMA.  The  House  of  Delegates  authorized  and  created  spe- 
cial committees  of  the  Board  of  Trustees,  making  them  more 
accountable  for  the  actions  of  the  full  time  AMA  staff. 

The  detailed  reports  of  actions  by  both  the  House  of 
Delegates  meetings  have  been  submitted  to  you  previously. 

Our  organization  needs  to  remain  vigilant  in  terms  of 
ever  increasing  demands  by  government  to  reduce  the 
amount  of  support  they  are  prepared  to  give  Medicare  and 
Medicaid,  while  at  the  same  time  demanding  more  from 
medicine. 

We  are  very  fortunate  to  have  such  high  caliber  of 
physicians  in  our  area. 

Respectfully  submitted, 
Durward  M.  Lang,  MD 
AMA  Delegate 


REPORT  OF  THE  AMA  DELEGATE 

This  is  my  final  report  as  an  AMA  Delegate.  1 appreciate 
the  opportunity  to  represent  the  South  Dakota  State  Medical 
Association  in  this  capacity.  During  the  past  year  meetings 
were  held  in  Chicago  in  June  of  1990,  and  in  Orlando,  Florida 
in  December  of  1990.  I attended  as  your  delegate  and 
Durward  Lang  attended  as  your  alternate  delegate. 

As  is  always  true  when  a person  is  in  attendance  at  an 
AMA  meeting,  I was  reminded  again  of  the  importance  of 
the  American  Medical  Association  to  each  and  every  prac- 
ticing physician.  Such  significant  topics  as  a rural  physician 
shortage,  national  practitioner  data  bank  and  Medicare 
concerns  were  discussed  at  the  Orlando  meeting.  Gover- 
nance of  the  AMA  itselfwas  a primary  issue  at  the  June  1990, 
AMA  meeting.  Considerable  time  was  also  spent  discussing 
the  RBRVS  payment  system  that  will  go  into  effect  in  1992. 
The  AMA  is  continuing  to  be  active  in  monitoring  tbe  effects 
of  this  on  each  practicing  physician. 

The  AMA  made  a proposal  in  1990  of  Health  Access 
America  recognizing  that  access  to  medical  care  for  all 
Americans  is  indeed  a priority  of  everyone.  The  Physician 
Office  Laboratory  Regulation  also  was  a priority  concern 
with  the  AMA,  and  it  is  hoped  that  delay  of  these  rules  and 
delay  of  implementing  the  laboratory’  rules  and  regulations 
will  be  of  benefit  to  patient  care. 

I again  want  to  express  my  appreciation  to  the  member- 
ship of  the  South  Dakota  State  Medical  Association  for  the 
privilege  to  represent  you  for  the  last  10  years  in  the  AMA 
House  of  Delegates.  You  are  being  well  represented  at  this 
time  by  Dr  Lang  as  your  AMA  Delegate  and  Dr  Ferrell  as 


your  Alternate  Delegate,  and  I wish  them  well  as  they 
continue  to  serve  in  this  capacity. 

Respectfully  submitted, 
Bruce  C.  Lushbough,  MD 
1990  AMA  Delegate 

The  Reference  Committee  reviewed  the  repoils  of  the  AMA 
Delegates  and  recommended  they  be  accepted  as  submitted. 

REPORT  OF  THE  AMA  ALTERNATE  DELEGATE 

Having  been  elected  to  the  position  of  Alternate  Delegate 
to  the  AMA  at  the  annual  meeting  in  June  1990,  and  al- 
though my  responsibilities  did  not  begin  until  January  1, 
1991,  I attended  the  winter  meeting  of  the  AMA,  held  in 
Orlando  in  December  1990.  This  was  not  at  the  expense  of 
the  Medical  Association.  I take  very  seriously  the  duties  of 
the  Alternate  Delegate  and  felt  that  I could  benefit  from  the 
experience,  and  this  has  turned  out  to  be  so.  I have  attended 
the  Council  and  Executive  Commission  meetings  since  my 
election  to  this  office,  and  before  as  Councilor  at  Large  and 
past  President  of  the  South  Dakota  State  Medical  Associa- 
tion. 

I look  forward  to  serving  you.  Please  let  me  know  your 
views  so  that  I can  best  present  them  to  the  AMA  in  coor- 
dination with  the  Medical  Association  and  the  South  Dakota 
delegation  to  the  AMA. 

Respectfully  submitted, 
Robert  L.  Ferrell,  MD 
AMA  Alternate  Delegate 

The  Reference  Committee  reviewed  the  repon  of  the  AMA 
Alternate  Delegate  and  recommended  it  be  accepted  as  sub- 
mitted. 


REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

The  annual  meeting  of  the  South  Dakota  State  Medical 
Association  will  be  held  in  Sioux  Falls,  South  Dakota,  from 
June  6 - 8.  We  are  again  looking  forward  to  the  House  of 
Delegates  meeting.  The  House  of  Delegates  plays  a vital  role 
in  the  functioning  of  the  State  Medical  Association.  Resolu- 
tions can  be  submitted  from  the  district  medical  societies, 
as  well  as  individuals,  at  the  time  of  the  state  meeting.  The 
resolutions  become  the  focal  point  of  the  House  of  Delegates 
through  the  reference  committees.  Last  year  all  members 
of  the  House  of  Delegates  were  assigned  to  reference  com- 
mittees. The  function  of  these  committees  is  to  allow  for 
smaller  group  interaction  on  the  resolutions. 

A reference  committee  consensus  report,  and  if  needed,  a 
minority  report  will  be  submitted  to  the  second  House  of 
Delegates  meeting  for  full  discussion  by  the  House  of 
Delegates. 

In  years  past  we  have  had  excellent  representation  from 
the  district  medical  societies  with  interesting  discussion  of 
the  problems  facing  the  South  Dakota  State  Medical  As- 
sociation. Again  this  year  I am  hopeful  for  active 
participation.  I would  like  to  thank  all  of  the  delegates  and 
alternate  delegates  for  sharing  their  time  with  the  State 
Medical  Association. 

Respectfully  submitted, 
James  R.  Reynolds,  MD 
Speaker  of  the  House 

The  Reference  Comniittee  reviewed  the  repon  of  the  Speaker  of 
the  House  recommended  it  be  accepted  as  submitted. 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


nizatidine 


has  the  right  answers 


■ Rapid  epigastric  pain  relief"* 


■ Fast  and  effective  ulcer  healing 


2,3,4 


Mm 

PASSES  THE  ACID  TEST 


‘Most  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 


218 


NZ-2943-B-I49347 


© 1991,  ELI  LILLY  AND  COMPANY 


AXID®  (nizatidine  capsules) 

Brief  Summary  Consult  (he  package  Insert  lor  complete  prescribing  information 
Indications  and  Usage  l /tcrivec^tyodena/ulcer-loruptoSwceksotife-atmeni  Most 
patients  heal  withm  4 weeks 

2.  Maintenance  therapy  - lor  healed  duodenal  ulcer  patients  at  a reduced  dosage 
ol  150  mg  h.s  The  consequences  ol  therapy  with  ^cid  lor  longer  than  1 year 
are  not  Known 

Contraindications  Known  hypersensitivity  to  the  drug  Because  cross  sensitivity  in 
this  class  ol  compounds  has  been  observed,  Hj-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  ot  hypersensitivity  to  other 
H^receplor  antagonists 

Precautions  General-^  Symptomatic  response  to  mtatidine  therapy  does  not 
preclude  the  presence  ol  gastric  malignancy 

2 Dosage  should  be  reduced  in  pahents  with  moderate  to  severe  renal  insutficiency 

3.  In  patients  with  normal  renal  (unction  and  uncomplicated  hepatic  dystunction. 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects, 

Laboratory  Tesrs-False-positive  tests  lor  urobilinogen  with  Multistix*  may  occur 
during  therapy 

Drug  Interactions-Uo  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide.  lorazepam,  lidocaine,  phenytom,  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  oaur.  In  patients  given  very 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b i d , was  administered  concurrently 

Carcinogenesis.  Mutagenesis,  Impairment  ot  fertility- 2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  ol  a carcinogenic  effect  There  was  a 
dose-related  increase  in  the  density  ot  enterochromaftin-like  (ECL)  cells  in  the  gastric 
oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  ot  a caranogenic 
elfecl  in  male  mice,  although  hyperplastic  nodules  ol  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  of  Axid 
(2.000  mg/kg/day.  about  330  times  the  human  dose)  showed  marginally  statistically 
signilicant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  ol  the  other  dose  groups  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
of  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ol  mild  liver  injury  (transaminase  elevations)  The  occurrence  ol 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  widi  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  lemale 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutageniDty  battery  are  not  considered  evidence  of  a carcinogenic  potential  (or  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test 

In  a 2-generation.  perinatal  and  postnatal  fertility  study  in  rats,  doses  ol  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
oi  parental  animals  or  their  progeny 

Pregnancy- Teratogenic  Effects- Pregnancy  Category  C-Orai  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  lertillty  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  ot  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bitida.  hydrocephaly,  and  enlarged  heart  in  1 fetus  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  tetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during  pregnancy 
only  it  the  poteniiat  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Wof/iers -Studies  in  lactating  women  have  shown  that  0.1%  of  an  oral 
dose  IS  secreted  in  human  milk  in  proportion  to  plasma  concentrabons.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother. 

Pediatric  t/se-Safety  and  effectiveness  in  children  have  not  been  established 

Use  in  Elderly  Healing  rates  in  elderly  patients  were  similar  to  those 

in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine.  Elderly  patients  may  have  reduced  renal  (unction 
Adverse  Reactions;  Clinical  trials  of  varying  durations  included  almost  5.000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1,900  nizatidine  patents  and  over  1,300  on  placebo,  sweatng  (1%  vs  0.2%). 
urtcana  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug. 

Wepahc-  Hepatocellular  injury  (elevated  liver  enzyme  lests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatdine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  SCOT  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2.000  lU/L.  The  incidence  ol  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  ol  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular -\i\  clinical  pharmacology  studies,  short  episodes  ol  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

CAfS-Rare  cases  of  reversible  mental  contusion  have  been  reported 

Endocnne-C\\ntca\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  ol  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo. 
Gynecomastia  has  been  reported  rarely 

Wemafo/og/c- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H^-recepior  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  ot  thrombocytopenic  purpura 
have  been  reported 

Integumental-Sweahug  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity -f^  with  other  Hj-receptor  antagonists,  rare  cases  ot  anaphylaxis 
following  nizatidine  administration  have  been  reported.  Rare  episodes  of  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Of/ier-Hyperuhcemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  lever,  and  nausea  related  to  nizatidine  have  been  reported 
OverfJosage  Overdoses  ol  Axid  have  been  reported  rarely  It  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  ot  nizatidine  due  to  its  large  volume  ot  distribution 

PV  2091  AMP 
(091190] 
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REPORT  OF  THE  COUNCILOR  AT  LARGE 

In  performing  the  duties  of  Councilor  at  Large,  I was 
privileged  to  attend  the  meetings  of  the  Executive  Commis- 
sion, the  House  of  Delegates  and  the  Council.  I continue  to 
enjoy  my  association  with  the  South  Dakota  State  Medical 
Association  in  these  activities  and  am  extremely  grateful  for 
the  opportunity  to  serve  this  organization  both  as  a member 
and  as  an  ofTicer.  The  organization  appears  to  be  strong  and 
appears  to  be  coping  well  with  the  multiple  problems  that 
face  organized  medicine  in  this  "enlightened  age".  I feel  we 
have  excellent  leadership,  which  functions  well  with  the  high 
quality  support  that  leadership  obtains  from  the  executive 
staff  of  the  State  Medical  Association. 

My  years  in  the  AssiKiation  as  an  officer  and  a member 
have  been  challenging  and  very  rewarding  and  I will  continue 
to  follow  the  proceedings  and  events  of  the  South  Dakota 
State  Medical  Association  closely  and  hope  to  continue  to 
participate  in  any  way  that  the  membership  feels  would  be 
appropriate.  I am  most  grateful  to  the  membership  and  to 
the  administration  of  the  State  Medical  Association  for  all 
the  help  and  support  that  you  have  given  me  during  my  years 
of  service. 

Respectfully  submitted, 
Michael  W.  Pekas,  MD 
Councilor  at  Large 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
at  Large  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  CHIEF  EXECUTIVE  OFFICER 

Dr  Jerry  Eckrich  and  I have  shared  the  most  enjoyable 
experience  of  visiting  all  twelve  of  the  Medical  Districts 
during  this  last  year.  His  lovely  wife,  Helen,  joined  us  on 
several  of  these  visits,  and  we  not  only  appreciated  and 
enjoyed  the  hospitality  but  were  reassured  by  the  interest 
and  enthusiasm  demonstrated  by  the  physicians  in  atten- 
dance at  these  meetings. 

Dr  Reynolds,  your  Speaker  of  the  House,  and  the  Council 
have  added  significantly  to  this  year’s  House  agenda. 
Throughout  the  course  of  this  meeting,  you  will  receive 
special  briefings  on  the  AMA’S  Health  Access  America  plan, 
results  of  the  public  opinion  survey  ordered  by  the  House 
last  year,  and  recommendations  for  a public  relations  pro- 
gram from  your  Commission  on  Internal  Affairs.  You  will 
also  receive  a briefing  on  legislative  affairs  from  lobbyists 
retained  by  the  Medical  Association.  All  of  these  things  are 
being  done  to  help  broaden  your  base  of  involvement  and 
knowledge  in  an  attempt  to  stem  the  tide  of  current  govern- 
ment intervention  and  pattern  a new  course  for  medicine. 

During  this  next  year  we  will  be  asking  for  more  in- 
dividual physician  and  spouse  involvement  in  the  legislative 
and  political  process.  This  we  feel  is  essential  if  we  are  to 
continue  in  a leadership  role  in  medical  affairs  in  this  state. 

The  chiropractors  will  likely  mount  a well  organized  and 
well  financed  attempt  to  expand  their  activities  during  the 
1992  session.  The  attempt  will  likely  focus  on  being  able  to 
do  high  school  physicals  and  obtaining  privileges  in  South 
Dakota  hospitals.  If  we  are  to  prevail  in  our  views  and 
maintain  the  quality  of  care  so  essential  to  all  South 
Dakotans,  it  will  he  incumbent  upon  us  to  have  an  active 
grassroots  network  to  help  inform  legislators  of  the  impact 
of  these  and  many  other  proposals. 


Additional  information  available  to  the  profession  on  request 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


It  is  certainly  most  appropriate  that  I take  this  oppor- 
tunity to  extend  our  heartfelt  thanks  to  the  Commissions, 
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Committees,  and  Council  of  the  State  Medical  Association 
for  their  willing  contribution  of  time  and  energy  for  the 
betterment  of  the  public’s  health  in  this  state. 

I would  like  to  extend  a special  thank  you  to  Jerry  and 
Helen  Eckrich.  Jerry  has  presented  one  of  the  most  scholar- 
ly reviews  of  the  RBRVS  and  its  impact  during  his  district 
medical  visits.  If  you  have  not  yet  had  a chance  to  hear  Dr 
Eckrich’s  presentation,  a copy  is  available  for  the  asking.  He 
and  Helen  have  truly  represented  medicine  in  an  exemplary 
fashion-you  have  made  us  all  proud. 

To  Jerry’s  successor.  Dr  Richard  Porter  of  Yankton, 
recently  returned  from  Desert  Storm,  welcome  home,  good 
joh,  and  good  luck! 

Respectfully  submitted, 
Robert  D.  Johnson 
Chief  Executive  Officer 

The  Refetvnce  Committee  reviewed  the  report  of  the  Chief 
Executive  Officer  cuid  recommended  it  he  accepted  as  sub- 
mitted. 

REPORT  OP  THE  THIRD  DISTRICT  COUNCILOR 

This  District  has  continued  its  meetings  during  1990. 
Our  meeting  in  April  of  1990  was  in  Madison.  Dr  Shaskey 
was  elected  by  the  Third  District  to  serve  as  the  nominee  for 
the  South  Dakota  Foundation  for  Medical  Care.  Dr  Greg 
Carlson  of  Aberdeen  presented  a very  interesting  talk  on 
abnormal  PAP  smears. 

Our  meeting  in  June  of  1990  was  held  in  Brookings.  Dr 
Curt  Wait  was  named  as  councilor  and  Dr  Richard  Holm  as 
alternate  to  the  state  meeting.  Patterns  of  Care  was  dis- 
cussed. 

The  meeting  of  the  Third  District  in  August  of  1990  was 
at  the  Ram  Pub  in  Brookings.  The  main  business  for  the 
evening  was  the  invitation  of  the  PAs  to  be  invited  to  their 
district  medical  meetings.  Dr.  R.  Maclean  Smith  presented 
a talk  on  allergies. 

The  October  meeting  of  1990  was  held  at  the  Ram  Pub 
again  in  Brookings.  Dr  Richard  Hieb  was  accepted  as  a 
member  of  our  society.  Dr  Ray  Allen,  a cardiologist,  talked 
on  angioplasty  and  coronary  artery  disease. 

Our  December  1990  meeting  was  held  in  Flandreau  once 
again  occurring  at  the  Indian  School.  South  Dakota  State 
Medical  Association  President  and  Boh  Johnson  were  both 
in  attendance. 

The  February  1991  meeting  was  held  in  Brookings.  Dr 
Curtis  Wait  was  again  elected  councilor  to  the  Medical 
Association.  Delegates  to  that  association  will  be  Dr  Holm 
and  Dr  Hieb.  Dr  Keith  Burns,  ophthalmologist,  was  intro- 
duced and  gave  us  a talk  on  interesting  topics  in 
ophthalmology. 

Respectfully  submitted, 
Curtis  H.  Wait,  MD 
District  Councilor 

The  Reference  Committee  reviewed  the  repon  of  the  Third 
District  Councilor  and  recommended  it  he  accepted  as  sub- 
mitted. 

REPORT  OF  THE  FOURTH  DISTRICT  COUNCILOR 

The  Fourth  District  Medical  Society  held  their  annual 
meeting  in  January  1991,  as  usual. 

The  business  portion  of  the  meeting  consisted  of  re-elec- 


tion of  oflicers.  Dr  Noel  Chicoine  was  elected  president  of 
the  district  medical  society  and  Dr  Huber  was  re-elected  as 
the  secretary.  Dr  Phillip  Hoffsten  continues  as  the  councilor 
from  the  Fourth  District  with  Dr  Huber  as  alternate  coun- 
cilor. Delegates  and  alternate  delegates  for  the  State 
Medical  Association  meeting  will  he  selected  at  a later  time. 

Dr.  Jerome  Eckrich  and  Robert  Johnson  were  present  for 
the  I'ourth  District  meeting.  Each  made  a presentation  and 
discussion  followed.  The  gratifying  success  of  DakotaCare 
in  the  past  year  was  discussed. 


The  Fourth  District  Medical  Society  in  conjunction  with 
the  Continuing  Medical  Education  Department  at  St. 
Mary’s  Hospital  sponsored  the  following  CME  programs: 

Januarj'  16,  1990  Polymyalgia  Rheumatica  and 

Rheumatoid  Arthritis  - P. 
James  Eckhoff,  M.D. 


February  20,  1990 
March  20, 1990 
April  17,  1990 


May  15,  1990 


September  18,  1990 


Update  on  Hyperlipidemia  - 
G.T.  Gau,  M.D. 

Current  Management  of  Hy- 
pertension - F.  G.  Azzam,  M.D. 

TPA  vs.  Strep- 
tokinase/Eminase  - DA. 

Purdy,  M.D.  and  J.W.  Jack- 
son,  M.D, 

Menopause  - Estrogen  Re- 
placement Therapy  - S J. 

Birge,  M.D, 

Update  on  Measles  Vaccina- 
tion - T.  W.  Luzier,  M.D. 


The  membership  in  the  Fourth  District  Medical  Society 
remained  stable  during  tbe  past  year  with  no  additions  or 
losses. 

Respectfully  submitted, 
P.  E.  Hoffsten,  M.D. 
Councilor,  Fourth  District 


The  Reference  Committee  reviewed  the  report  of  the  Foutih 
Distnct  Councilor  and  recommended  it  be  accepted  as  sub- 
mitted. 


REPORT  OF  THE  FIFTH  DISTRICT  COUNCILOR 

The  Fifth  District  Medical  Society  continues  to  meet  on 
approximately  a quarterly  basis.  The  most  recent  meeting 
was  in  January  of  this  year  at  which  time  President  Jeri^ 
Eckrich  updated  the  members  on  recent  changes  in  the 
Medicare  reimbursement  system.  The  president  of  the  dis- 
trict is  Dr  Richard  Smith  and  during  a medical  leave  by  Dr 
Smith,  Dr  Hiroo  Kapur  assumed  the  duties  of  the  president. 
Dr  Jim  Craig  served  as  secretary. 

New  members  Joining  the  district  in  the  past  year  include 
Dr  Michael  Coyle  who  is  now  in  practice  with  Dr.  Tom  Dean 
in  Wessington  Springs.  Dr  Gary  Engelmann  and  his  wife  Dr 
Kathy  Wimmer  Joined  the  Hand  County  Clinic  in  Miller.  Dr 
DeGeest  of  Miller  has  retired  from  active  practice  after  33 
years  in  that  community. 

The  district  meetings  are  held  in  Huron  and  often  in 
conjunction  with  continuing  medical  education  programs 
through  Huron  Regional  Medical  Center. 

Respectfully  submitted, 
Steve  Schroeder 
Fifth  District  Councilor 
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The  Refe/vncc  Committee  reviewed  the  report  of  the  T'ifth 
District  Councilor  and  recommended  it  he  accepted  crs  sub- 
mitted. 

REPORT  OF  THE  SIXTH  DISTRICT  COUNCILORS 

The  Sixth  District  Medical  Society  met  four  times  in  1990; 
on  January  11,  March  29,  August  23  and  November  7,  1990. 

At  the  January  meeting  discussion  involved  dues  tor  the 
district  medical  society  and  location  of  meetings.  After 
discussion,  it  was  decided  that  the  members  did  not  want 
unified  membership  of  the  State  Medical  Association  and 
the  American  Medical  Association.  New  officers  were  also 
designated  for  1990:  President  - Dr  McWTiirter,  Vice  Presi- 
dent - Dr  Bhat,  Secretary /Treasurer  - Dr  Margallo. 

Charter  Hospital  doctors  were  the  guest  speakers  at  the 
March  meeting. 

The  August  6 district  medical  society  meeting  was  held  on 
the  Missouri  River  Boat  Trader  at  Chamberlain,  South 
Dakota.  Drs  Margallo  and  Baas  were  elected  as  councilors. 
Dr  McWhirter  was  elected  alternate  councilor.  Dr  Vose  was 
elected  an  honorary  life  member  of  the  Sixth  District  Medi- 
cal Society.  Dr  Robert  Raszkowski,  Sioux  Falls, 
gastroenterologist  and  Dean  of  Education  at  the  Medical 
School,  presented  a program  on  treatment  and  prevention 
of  peptic  ulcer  disease. 

The  last  meeting  of  1990  was  in  November.  Dr  J.  A. 
Eckrich,  president  of  SDSMA,  and  Mr  Robert  Johnson,  CEO 
of  SDSMA,  were  in  attendance.  Dr  Paul  Rasmussen,  Dr 
Robert  Kundel,  Dr  Dave  Kundel,  Dr  D.  Brynley  Jones  and 
Dr  James  Grant  were  introduced  as  new  members.  New 
officers  elected  for  1991  were:  President  - Dr  Dileep  Bhat, 
Vice  President  - Dr  Lucio  Margallo,  Secretary/Treasurer  - 
Dr  Pat  Matters.  Dr  Lucio  Margallo  was  also  nominated  for 
Community  Service  Award  and  Dr  Richard  Gere  for  Distin- 
guished Service  Award. 

Respectfully  submitted, 
W.  P.  Baas,  MD, 
Lucio  Margallo,  MD 
Sixth  District  Councilors 

The  Reference  Committee  reviewed  the  report  of  the  Sixth 
District  Councilors  and  recommended  it  he  accepted  as  sub- 
mitted 


REPORT  OF  THE  SEVENTH  DISTRICT  COUNCILORS 

The  Seventh  District  Medical  Society  has  met  monthly 
throughout  the  year  with  the  exception  of  the  months  of 
June,  July  and  August.  During  the  past  year.  Dr  Dan 
Kennelly  and  Dr  Robert  Raszkowski  have  capably  directed 
the  Seventh  District  Medical  Society. 

Dr  Robert  Raszkowski  is  the  current  president.  Dr  John 
Sail  is  the  president-elect.  Dr  Robert  VanDemark,  Jr.  is  the 
secretary  and  Dr  Dan  Blue  is  treasurer. 

At  the  October  meeting,  the  second  year  medical  students 
as  well  as  residents  were  invited  to  attend  and  each  intro- 
duced himself  or  herself.  Dr  Robert  Talley  then  delivered  a 
nice  presentation  on  the  medical  school  and  their  current 
programs  and  priorities. 

Our  annual  elections  were  held  in  November.  The 
Seventh  District  Auxiliary  approached  the  district  society, 
asking  if  the  doctors  would  be  interested  in  participating  in 
a benefit  basketball  game  between  tbe  physicians  and 
lawyers  of  Sioux  Falls.  This  was  scheduled  for  April  6,  1991, 


at  7:30  p.m.  at  the  Stewart  Center  and  will  be  a fundraiser 
fora  drug  education  program  in  Sioux  Falls. 

riiere  was  discussion  about  the  resolution  passed  by  the 
Council  of  the  Medical  Association  regarding  the  Ask-A- 
Nurse  and  Healthformation  serv  ices,  and  it  was  felt  this  was 
an  important  enough  topic  that  it  might  be  worthy  (»f  a 
presentati(»n  at  one  of  our  meetings.  Ibis  is  being  set  up  for 
one  of  our  spring  programs. 

During  the  February  1991  meeting,  it  was  decided  that 
our  current  bylaws  needed  revising.  This  will  be  discussed 
in  further  detail  and  probably  will  necessitate  the  appoint- 
ment of  a Bylaws  Committee. 

The  April  1991  meeting  will  be  with  the  malpractice 
carriers  and  will  involve  a presentation.  The  May  1991 

meeting  will  be  an  open  forum  presentation  by  the  Ask-A- 
Nurse  and  Healthformation  groups  Of  McKennan  and 
Sioux  Valley  Hospitals. 

Respectfully  submitted, 
Jeffrey  Hagen,  MD 
Rodney  Parry,  MD 
C.  Roger  Stoltz,  MD 
K.  Gene  Koob,  MD 
Guy  Tam,  MD 
Robert  Raszkowski,  MD 
Lowell  Hyland,  MD 
Seventh  District  Councilors 

The  Reference  Committee  reviewed  the  report  of  the  Seventh 
District  Councilors  and  recommended  it  he  accepted  as  sub- 
mitted. 


FAMILY  PRACTICE 


Private  Practice  opportunities  are  available  in  the 
following  areas: 


Arlington,  MN 
Brainerd,  MN 
Cambridge,  MN 
Dassel,  MN 
Eden  Prairie,  MN 
Esthervillc,  lA 
Grantsburg,  WI 
Hopkins,  MN 


• Hutchinson,  MN 

• Litchfield,  MN 

• Minneapolis,  MN 

• Montgomery,  MN 

• Monticello,  MN 

• Mound,  MN 

• St.  James,  MN 

• Springfield,  MN 


LifeSpan  is  a network  of  affiliated  hospitals, 
clinics,  and  related  health  care  organizations  in 
Minnesota  and  Wisconsin. 


Please  contact  Jerry  Hess  at  (612)  863-4193-days, 
(612)  483-6204-evenings  and  weekends. 


LifeSpan 


HLALTll  CARE  SERVICILS 
800  East  28th  Street 
Minneapolis,  MN  55407 


AUGUST  1991 
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REPORT  OF  THE  EIGHTH  DISTRICT  COUNCILORS 

The  Eighth  District  Medical  Society  met  on  two  occasions 
during  1990.  On  April  11,  eighteen  members  were  in  atten- 
dance to  host  Dr  and  Mrs  Mike  Pekas  and  Mr  Bob  Johnson. 
Councilors  were  chosen  (Dr  Duane  Reaney  and  Dr  David 
Smith),  and  Drs  Sattler,  Meyer,  and  Stevens  were  chosen  as 
delegates.  A choice  of  alternate  delegates  was  postponed. 
The  membership  nominated  Dr  Tom  Gilmore  for  the  C.B. 
Alford  Award  citing  his  work  with  Indian  and  public  health 
service  agencies  which  have  "markedly  improved  the  status 
of  OB/Gyn  care"  for  these  populations.  On  November  7, 
1990,  Dr  Lorraine  K.  Hazard  and  Dr  Richard  Kaplan  were 
elected  to  membership.  Dr  Eberhard  Heinrichs  was  unani- 
mously elected  to  honorary  life  membership.  Dr  Wiggs 
encouraged  volunteers  for  the  Doctor  of  the  Day  program  in 
Pierre,  it  was  noted  that  our  district  president.  Dr  Julie 
Stevens,  was  currently  unable  to  accept  the  responsibilities 
of  district  leadership  and  Dr  Wiggs,  our  current 
secretary/treasurer,  accepted  the  role  of  acting  president  of 
District  8.  A commitment  to  more  regular  meetings  in 
September,  November,  January,  March,  and  May  was  made. 
Dr  Donna  Sweet,  associate  professor  in  internal  medicine. 
University  of  Kansas  School  of  Medicine  at  Wichita, 
presented  a two  hour  program  to  the  members  and  several 
medical  students  on  AIDS  Diagnosis  and  Management  with 
the  sponsorship  of  the  Lewis  & Clark  Area  Health  Education 
consortium. 

Respectfully  submitted, 
David  A.  Smith,  MD 
Duane  Reaney,  MD 
Eighth  District  Councilors 

The  Reference  Committee  reviewed  the  report  of  the  Eighth 
Distnet  Councilors  and  recommended  it  be  accepted  as  sub- 
mitted. 

REPORT  OF  THE  NINTH  DISTRICT  COUNCILORS 

The  Black  Hills  District  Medical  Society  has  continued  to 
strive  to  better  understand  and  participate  in  the  state 
legislative  processes.  As  part  of  this  we  continued  to  sponsor 
events  and  meetings  that  would  enhance  our  communication 
with  our  legislators.  In  April  of  1990,  our  annual  "Cracker 
Barrel"  session  was  held  where  our  legislative  repre- 
sentatives from  this  area  were  invited  to  the  medical  society 
meeting  to  review  the  various  events  of  the  prior  legislative 
session.  Our  legislative  committee  continues  to  meet 
regularly.  The  medical  society  also  sponsored  the  November 
1,  1990,  social  gathering  for  all  of  the  legislative  candidates 
and  spouses. 

The  Executive  Committee  of  the  medical  society 
authorized  an  audit  of  our  finances  to  be  completed  by  the 
spring  of  1991.  At  that  time  we  will  formalize  a budget 
process  which,  because  of  the  various  projects  and  yearly 
expenditures,  will  be  an  important  planning  item  for  us. 

Special  projects  that  were  supported  during  the  course  of 
the  past  year  included:  sponsoring  the  participation  of  two 
auxilians  at  their  annual  confluence;  continuing  our  annual 
sponsorship  of  Storybook  Island;  providing  the  grand  prize 
in  the  Annual  Fun  Run,  Walk  and  Roll  event  that  is  spon- 
sored by  Rapid  City  Regional  Hospital;  and  becoming  a 
corporate  member  of  the  Mothers  Against  Drunk  Driving 
organization  here  in  Rapid  City.  We  have  a very  effective 
task  force  on  alcoholism  and  drunk  driving  in  our  local 
MADD  organization  and  rather  than  setting  up  our  own 
task  force  we  decided  to  become  corporate  sponsors  of  this 


organization  and  have  representative  members  (both 
physicians  and  auxilians)  who  will  attend  their  meetings  and 
coordinate  our  joint  efforts. 

Our  programs  this  year  included  Dr  Talley’s  review  of  the 
medical  school  status  and  plans.  Dr  Robert  Goodhope 
reviewing  the  data  that  he  did  as  part  of  his  study  on 
Medicare  reimbursement.  Dr  Eckrich’s  presidential  visit 
which  included  a very  complete  review  of  the  RBRVS  projec- 
tions, and  our  summer  and  Christmas  social  meetings  held 
with  our  spouses. 

We  were  saddened  by  the  loss  of  three  colleagues  this  past 
year.  Dr  George  Arnold  and  Dr  Charles  Tesar  were  both 
long-time  medical  society  members  and  colleagues.  A 
former  colleague  and  medical  society  member.  Dr  Hauk 
Haugen,  was  living  and  working  in  Williston,  North  Dakota 
at  the  time  of  his  death. 

Respectfully  submitted, 

James  Engelbrecht,  MD 
Thomas  Krafka,  MD 
James  Jackson,  MD 
Richard  Renka,  MD 
Carol  Zielike,  MD 
Ninth  District  Councilors 

The  Reference  Committee  reviewed  the  report  of  the  Ninth 
Distnet  Councilor  and  recommended  it  be  accepted  as  sub- 
mitted. 

REPORT  OF  THE  TENTH  DISTRICT  COUNCILOR 

The  Rosebud  District  Medical  Society  annual  meeting 
was  held  on  January  8,  1991  at  the  Hillcrest  Inn  at  Burke, 
South  Dakota. 

The  guest  speakers  were  Dr  Jerome  Eckrich,  state  presi- 
dent, and  Bob  Johnson,  CEO,  representing  the  State 
Medical  Association.  Also  welcomed  were  the  district’s  two 
new  members.  Dr  Richard  Kafka  and  Dr  Andrew  Clark,  both 
from  Gregory,  South  Dakota. 

The  topics  covered  included  scheduling  a semi-annual 
meeting  and  dues  which  will  remain  honorary  only.  The 
RBRVS  program  was  discussed  with  Dr  Eckrich.  He 
presented  some  interesting  views  on  the  expected  effects  on 
the  application  in  South  Dakota.  The  Persian  Gulf  situation 
was  discussed  as  well  as  the  investment  catastrophe  in 
Colorado.  DakotaCare  finances  were  reviewed.  The  legisla- 
tive agenda  was  discussed  at  length  with  background 
presented  for  tbe  various  bills  from  the  Association’s 
standpoint. 

The  election  of  officers  for  1991  for  District  10  were: 

President  - Dr  Raymond  G.  Nemer 

Secretary  - Dr  Melanie  Schramm 

Delegate  - Dr  Edwin  Sweet 

Alternate  Delegate  - Dr  Gregg  Tobin 

Councilor  - D.  John  Malm 

Respectfully  submitted, 
John  A.  Malm,  MD 
Tenth  District  Councilor 

The  Reference  Committee  reviewed  the  report  of  the  Tenth 
District  Councilor  and  recommended  it  be  accepted  as  sub- 
mitted. 

REPORT  OF  THE  ELEVENTH  DISTRICT  COUNCILOR 

During  the  past  year  we  have  had  several  meetings  of  the 
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Eleventh  District  Medical  Society  at  which  time  scientific 
sessions  were  presented  on  various  topics  with  outside  con- 
sultants. In  January  of  1991,  we  met  with  the  officers  of  the 
South  Dakota  State  Medical  Association  prior  to  the  legis- 
lative session  beginning  in  Pierre. 

During  the  March,  1991,  meeting  new  officers  for  the 
Eleventh  District  Medical  Society  were  elected  and  they  are 
as  follows: 

Ben  Henderson,  DO  - President,  J.D.  Collins,  MD  - Vice 
President,,  L.M.  Linde,  MD  - Secretary,  J.D.  Collins,  MD  - 
Delegate,  L.M.  Linde,  MD  - Alternate  Delegate,  Dave  Yecha, 
MD  - Councilor,  J.D.  Collins,  MD  - nominating  committee 
member. 

Respectfully  submitted, 
James  E.  Wunder,  MD,  Councilor 
Eleventh  District  Medical  Society 

The  Refeivnce  Committee  reviewed  the  report  of  the  Eleventh 
District  Councilor  and  recommended  it  he  accepted  as  sub- 
mitted. 

REPORT  OE  THE  ITVELFTH  DISTRICT  COUNCILOR 

During  the  past  year  there  were  three  meetings  of  the 
Whetstone  Valley  District  Medical  Society.  Business  ses- 
sions were  conducted  in  addition  to  scientific  presentations. 
The  spring  meeting  was  held  at  Webster,  South  Dakota.  A 
scientific  program  was  presented.  The  fall  meeting  was  held 
in  Rosholt,  South  Dakota.  The  winter  meeting  was  held  in 
Milbank,  South  Dakota.  A scientific  program  was  presented 
and  officers  were  elected. 

Officers  elected  for  the  1991-1992  year  included:  Presi- 
dent -Whetstone  Valley  District  Medical  Society:  Vichit 
Vanadurongvan,  MD;  Vice  President  - Kanya 
Vanadurongvan,  MD;  Delegate  - Kevin  BJordahl,  MD;  Alter- 
nate Delegate  - Alan  Bloom,  MD;  Nominee  for  the  councilor 
position  is  Alan  Bloom,  MD 

There  is  no  nominee  for  alternate  councilor  position  at 
this  time. 

Respectfully  submitted, 
Benjamin  W.  Chaska,  MD 
Twelfth  District  Councilor 

The  Reference  Committee  reviewed  the  repotl  of  the  Twelfth 
Distiict  Councilor  and  recommended  it  be  accepted  as  sub- 
mitted. 


The  Grass  is  Also  Green  in 
Montana 

Montana  physicians  enjoy  a unique  lifestyle  and  a 
high-level  of  professional  respect.  Sporting  the 
great  outdoors  and  lacking  big-city  hassles,  our 
rural  areas  offer  the  opportunity  to  work  in  modern 
facilities  with  other  top-notch  professionals. 

Call  to  discuss  the  needs  and  details. 

1-800-462-8112 

Ask  for  Cindy  Anderson,  or  send  a CV  to  Montana 
Hospital  Research  and  Education  Foundation, 

Box  5119,  Helena,  MT  59604. 


REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  Commission  on  Legislation  and  Governmental  Rela- 
tions held  its  yearly  meeting  in  early  November  1990.  At  that 
time  the  commission  members  reviewed  a variety  of  legisla- 
tive issues  and  made  recommendations  to  the  SDSMA 
Council.  A complete  review  and  summary  was  provided  in 
the  final  legislative  report  of  the  Grab  Bag  using  a new 
format. 

The  commission  voted  to  support  legislation  proposed  by 
the  South  Dakota  Medical  Assistants.  This  will  define  and 
describe  duties  of  medical  assistants  under  the  South 
Dakota  Medical  Practice  Act.  The  commission  reviewed  a 
proposed  amendment  to  South  Dakota  Code  of  Law  36-4a- 
19.1  concerning  the  maximum  number  of  physician 
assistants  to  be  supervised.  No  changes  were  recommended. 
Discussion  was  held  regarding  impaired  physicians’  model 
legislation.  It  was  felt  by  the  commission  that  this  was 
already  handled  well  by  tbe  Board  of  Medical  Examiners. 

The  commission  recommended  to  the  Council  that  the 
Medical  Association  support  an  amendment  to  the 
Physician  Assistant  Practice  Act  to  allow  temporary  licen- 
sure for  PA’s  prior  to  examination  with  the  following 
stipulations:  1)  No  prescribing  privileges  during  the  tem- 
porary permit.  2)  One  month  on  site  supervision.  These 
stipulations  were  modified  by  the  council. 

The  cancer  tumor  registry  was  discussed.  It  was  felt  that 
there  was  some  duplication  of  services  and  that  this  registry 
would  not  be  beneficial.  There  was  also  concern  that  con- 
fidentiality might  be  more  difficult  to  maintain  with  a 
central  registry. 


Smart. 
Choice. 

We  offer  an  alternative  to  the  traditional  brokerage 
house  coneept  of  investing.  As  fee-based  advisors,  we 
can  recommend  a wide  variety  of  investment 
opportunities  that  are  in  yor/rbest  interests. 

• Asset  Management 

• Business  Planning 

• Financial  Consulting 

• Real  Estate 
& Business  Brokerage 
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The  commission  recommended  that  the  Medical  Associa- 
tion support  the  concept  of  an  Assigned  Risk  Insurance 
Program  funded  by  general  fund  appropriation.  Discussion 
was  held  regarding  Medicaid  reimbursement  to  physicians, 
and  the  commission  recommended  to  the  council  that  the 
Medical  Association  support  any  increase  in  revenues  for 
physicians’  services. 

Discussion  of  mandated  insurance  coverage  for  mam- 
mography was  held  again.  It  was  still  felt  by  the  commission 
that  the  "shall  offer"  concept  was  in  the  best  interest  of  the 
consumers  as  well  as  the  health  insurance  industry.  We 
discussed  issues  regarding  workers  compensation  reform 
and  physician  fee  schedules.  It  was  felt  that  if  a committee 
was  formed  at  the  state  level  to  discuss  this  issue,  there 
should  be  medical  representation.  The  commission 
reviewed  a Patient’s  Bill  of  Rights  for  informational  pur- 
poses only. 

The  South  Dakota  PTA  proposed  a fireworks  ban  in  South 
Dakota.  The  commission  felt  that  the  concept  of  safety  and 
good  common  sense  in  the  use  of  fireworks  was  advisable, 
and  that  a ban  should  not  be  supported  at  this  time. 

There  was  some  discussion  about  the  regulation  of  tan- 
ning parlors.  It  was  recommended  that  the  Medical 
Association  recognize  the  danger  and  health  hazards  of 
ultraviolet  rays,  and  support  such  legislation. 

The  South  Dakota  Medical  Association’s  and  the  South 
Dakota  Bar  Association’s  joint  project  has  provided  us  with 
a new  brochure  to  help  us  to  explain  legislation  concerning 
durable  power  of  attorney.  This  is  available  through  the 
South  Dakota  Medical  Association  and  the  South  Dakota 
Bar  Association. 

The  commission  recommends  that  all  physicians  con- 
tinue to  try  to  take  an  active  role  in  the  political  process  in 
the  state  of  South  Dakota  regarding  legislation,  especially 
that  in  the  health  care  arena.  The  commission  urges  all 
members  to  discuss  these  issues  with  their  representatives 
at  the  state  and  federal  levels. 

Respectfully  submitted, 
T.  H.  Olson,  MD,  Chairman 

Commission  on  Legislation  and  Governmental  Relations 

The  Reference  Committee  reviewed  the  repon  of  the  Commis- 
sion on  Legislation  and  Governmental  Relations  and 
recommended  acceptance  of  this  repon  with  the  following 
addition  to  the  paragraph  regarding  durable  power  of  attorney. 
"A  new  brochure  should  be  developed  to  include  an  explanation 
of  the  recent  living  will  legislation. " 

REPORT  OF  THE  COMMISSION  ON 
MEDICAL  SERVICE 

The  Commission  on  Medical  Service  met  twice  in  1990. 
On  August  30,  4 members  were  present  and  the  following 
occurred. 

We  reviewed  the  State  Diabetes  Education  Program 
minutes.  We  reviewed  physician  complaints  about  in- 
surance companies  and  advised  them  to  communicate  their 
problems  to  the  Insurance  Commissioner’s  ofllce  and  send 
a copy  to  the  SDSMA  office.  SDSMA  will  continue  to 
monitor  insurance  problems. 

We  reviewed  Medicare  reimbursement  for  mental  illness 
and  concluded  the  following: 

(1)  There  is  generally  a disparity  between  insurance 
coverage  for  psychiatric  services  vs.  other  medical 
illnesses.  The  problem  seems  greatest  with  Medicare. 


(2)  We  felt  the  SDSMA  should  not  support  mandating 
insurance  carriers  to  provide  psychiatric  benefits. 

(3)  RBRVS  may  help  resolve  these  inequities. 

(4)  Some  private  companies  provide  optional 
psychiatric  benefits. 

We  reviewed  the  sharecare  Subcommittee  Report.  Mem- 
bership in  SDSMA  is  not  a prerequisite  to  being  in  the 
sharecare  Program.  Thousands  of  brochures  have  been  sent 
to  physicians’  offices  and  Departments  of  Social  Services 
and  Health. 

We  recommend  that  the  South  Dakota  Water  Congress 
resolution  urging  adequate  funding  for  South  Dakota’s 
projected  water  needs  be  adopted  by  the  Council. 

We  reviewed  a request  from  the  Industry  and  Commerce 
Association  of  South  Dakota  asking  for  cooperation  and 
better  understanding  between  the  medical  and  business 
communities  regarding  workman’s  compensation.  A mem- 
ber of  the  committee  agreed  to  write  an  editorial  in  the  South 
Dakota  .Journal  of  Medicine  urging  physicians  to  become 
more  knowledgeable  about  their  local  businesses  and 
employers  and  workman’s  compensation  in  general.  We 
asked  the  executive  office  to  send  a letter  to  the  Industry  and 
Commerce  Association  encouraging  businesses  to  inform 
physicians  about  their  companies  and  working  conditions. 

The  Commission  held  a special  meeting  on  November  1, 
1990,  (six  members  present)  to  discuss  Medicaid  reimbur- 
sement for  pediatric  and  obstetrical  services.  Physicians 
providing  these  services  have  requested  increased  reimbur- 
sement because  more  of  their  patients  are  becoming  eligible 
for  Medicaid.  We  made  the  following  recommendations: 

(1)  Reaffirm  the  SDSMA’s  policy  of  treating  all  South 
Dakota  physicians  equally  irregardless  of  specialty. 

(2)  Recommend  that  no  action  be  taken  that  would 
result  in  a decrease  in  reimbursement  to  some 
physicians. 

(3)  That  the  SDSMA  and  the  Department  of  Social 
Services  develop  a mechanism  to  identify  physicians 
(irregardless  of  specialty)  who  are  disproportionately 
burdened  by  Medicaid  patients.  If  additional  funds 
become  available  some  of  them  be  directed  to  these 
physicians  who  are  unduly  burdened  by  a high 
Medicaid  caseload. 

(4)  Recommend  that  representatives  of  the  SDSMA 
and  the  Department  of  Social  Services  meet  yearly  to 
identify  and  resolve  problems. 

(5)  We  felt  the  OB  modifier  code  and  increased 
reimbursement  for  high  risk  OB  patients  is  commen- 
dable and  needs  further  study. 

Respectfully  submitted, 
.Jerome  W.  Bentz,  MD,  Chairman 
Commission  on  Medical  Service 

The  Reference  Committee  reviewed  the  repon  oj  the  Commis- 
sion on  Medical  Service  and  recommended  acceptance  of  this 
repon  with  the  following  changes.  In  paragraph  three  regarding 
mental  illness,  substitute  #(2)  with  "the  SDSMA  should  en- 
courage private  insurance  companies  to  offer  optional 
psychiatric  benefits"  and  delete  #(4).  Also,  with  regard  to  the 
paragraph  dealing  with  workmen  's  compensation  the  Commit- 
tee r ecommended  that  the  Commission  on  Medical  Service  look 
into  continuing  ways  of  dealing  with  workmen’s  compensation. 
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REPORT  OF  THE  COMMISSION  ON 
SCIENTIFIC  MEDICINE 

The  Commission  on  Scientific  Medicine  met  one  time  in 
1990,  on  Friday,  August  31,  1990,  in  Sicnix  Falls.  I'lie  meetinjj 
was  called  to  order  by  Edward  Zawada,  MI),  Chairman. 
Those  present  for  roll  call  were  Drs.  Edward  Zawada,  Rol)ert 
Raszkow'ski,  Roger  Carter,  Curtis  Buchholz  and  Kevin  Whit- 
tle. SDSMA  staff  members  present  were  Jan  Anderson  and 
Donna  Sievers.  The  minutes  of  the  previous  meeting  were 
reviewed  and  approved. 

In  completing  old  business,  the  Commission  reviewed  a 
letter  submitted  by  Dr  Greg  Tobin,  concerning  his  study  of 
acupuncture  and  its  role  in  medical  practice.  The  Commis- 
sion recommended  that  acupuncture  be  recognized  as  a 
legitimate  adjunct  to  medical  practice  and  tbe  SDSMA 
would  encourage  any  physician  using  acupuncture  to  com- 
plete a formal  training  course  such  as  the  one  offered  at 
UCLA  which  is  accredited  by  tbe  AMA.  Dr  Tobin’s  report 
was  submitted  to  the  Council  for  review.  This  was  accepted 
for  information. 

The  Commission  also  responded  to  Resolution  #7  from 
the  1989  annual  meeting.  Discussion  was  held  concerning 
the  Commission’s  request  to  the  American  Medical  Associa- 
tion as  to  whether  the  AMA  has  undertaken  a study  on  the 
efficiency  and  cost  etfectiveness  of  quality  assurance  stand- 
ards on  a national  level.  The  AMA  reported  that  as  of  this 
time  a study  has  not  been  undertaken,  and  this  was  accepted 
for  information. 

With  regard  to  evaluations  from  the  1990  annual  meeting, 
the  evaluations  indicated: 

1.  the  programs  were  of  value  to  the  physicians  in 
attendance; 

2.  the  exhibit  area  was  too  close  to  the  scientific 
sessions  and  a definite  noise  distraction;  and 

3.  it  was  difficult  to  call  physicians  back  to  the  session 
after  breaks. 

The  Commission  recommended  the  use  of  the  Ramkota’s 
amphitheaters  during  the  1991  annual  meeting  to  separate 
the  sessions  from  the  exhibits  and  to  keep  the  noise  level  at 
a minimum.  The  Commission  also  directed  that  identifying 
badges  be  given  to  the  speakers  involved  in  the  scientific 
sessions. 

The  Commission  reviewed  several  speaker  and  program 
suggestions  received  for  the  1991  SDSMA  annual  meeting. 
The  Commission  suggested  several  speakers  and/or  topics 
for  the  keynote  address  as  follows: 

C.  Everett  Koop,  MD,  Past  Surgeon  General 
Louis  Sullivan,  MD,  Surgeon  General 
Military  Medicine 

AAMC  Petersdorf  (trends  in  medicine) 

TV  doctors  (eg  Bob  Arnot,  MD;  Archie  Lien,  MD) 
Expert  in  the  field  of  the  meeting’s  theme 

The  possibility  of  a Joint  program  with  the  SD  Academy 
of  Family  Physicians  was  discussed.  This  combined  meeting 
could  benefit  both  organizations  by  meeting  the  Academy’s 
CME  requirements  and  by  increasing  attendance. 

The  Commission  discussed  the  length  of  the  scientific 
sessions  and  recommended  shortening  the  session  to  one 
morning  and  a noon  luncheon  featuring  a nationally  known 


keynote  speaker.  The  following  general  format  was 
proposed: 

Continental  breakfast  in  the  display  area  (7:30-900 
am) 

8:30-9:00  am  - several  concurrent  sessions  on  new 
techniques 

9:00-11:30  am  - scientific  session  covering  various 
facets  of  primary  theme 

Formal  shut-down  of  exhibit  area  during  the  general 
session 

10  minute  break 

Luncheon  featuring  national  keynote  speaker  (open  to 
wives  and  sponsors) 

Exhibits  could  open  again  after  lunch  or  they  could 
open  on  Thursday  afternoon 

The  following  themes  were  suggested  by  the  Commission: 
National  Trends: 

Adverse  incident  reporting  to  the  National  Data  Bank 
Physician  laboratory  regulations  (CLIA) 

Quality  assurance,  PRO  issues 
RBRVS  and  changes  in  reimbursement 
Recertifications/credentialing 
New  board  certifications 
Managed  practice  trends 
Patterns  of  care 
Geriatrics: 

Overview  of  neonatal  physiological  differences 
Overview  of  geriatric  physiological  differences 
Altered  pharmacology  in  other  groups 
Nutrition  in  each  group 

Survey  of  organ  dysfunction  or  diseases  occurring 
commonly  in  either  group  of  patients 
Alcohol: 

Fetal  alcohol 
- Pediatrics 
-OB 

Adolescent  detoxification 
Internal  medicine  complications 
The  impaired  physician 
Resources 

It  was  decided  that  these  three  primary  themes  would  be 
submitted  to  the  entire  Commission  on  Scientific  Medicine 
for  consideration  and  ranking.  They  would  then  be  proposed 
to  the  Council  in  order  of  ranking.  This  was  done  with 
"National  Trends"  first  in  ranking. 

Respectfully  submitted, 
Edward  Zawada,  MD,  Chairman 
Commission  on  Scientific  Medicine 

The  Reference  Committee  reviewed  the  repon  of  the  Commis- 
sion on  Scientific  Medicine  and  recommended  that  the 
membetship  is  polled  for  input  regarding  the  annual  meeting 
CME  program  and  the  length  of  the  meeting.  They  also  recom- 
mended foUow-up  on  the  1989  recjuest  to  the  AMA  fora  study 
on  the  efficiency  and  effectiveness  of  qualitiy  assurance  stand- 
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ards  on  a national  level.  The  Committee  recommends 
acceptance  of  the  remainder  of  the  repotl. 

REPORT  OF  THE  COMMISSION  ON  INTERNAL 
AFFAIRS,  COMMUNICATIONS  AND  LIAISON 

The  Commission  reviewed  the  Doctor  of  the  Day  Program 
for  the  1991  legislative  session.  The  Commission  recom- 
mended that  nonprescription  samples  be  made  available 
and  that  prescription  medication  samples  could  be  brought 
hy  the  individual  doctor  from  his/her  own  sample  closet. 

The  pictorial  directory  apparently  is  about  ready  for 
print.  It  wilt  not  cost  the  Medical  Association  any  money 
since  following  the  Commission’s  direction  on  this,  we  have 
obtained  advertising  resources. 

Craig  Lawrence  of  Lawrence  and  Schiller  presented  the 
results  of  the  public  relations  survey.  The  result  was  that 
physicians’  public  relations  in  the  state  are  probably  better 
than  that  of  the  national  picture  particularly  when  patients 
consider  their  own  personal  physician.  However,  the  major 
problem  as  seen  by  Mr  Lawrence  is  the  physician  interface 
with  the  press.  It  was  his  suggestion  that  the  Medical 
Association  consider  hiring  his  firm  for  approximately 
$2,000  per  month  for  the  purpose  of  carefully  monitoring  the 
press  and  interacting  with  the  press  in  a more  aggressive 
and  public  relations  oriented  manner.  The  Commission 
agreed  with  this  and  it  was  moved,  seconded  and  passed  that 
we  facilitate  that  direction  even  if  it  would  cost  the  member- 
ship a dues  increase.  This  was  then  referred  on  to  the 
Council  for  their  direction. 


Family  Practice,  Internal  Medicine 
and  General  Surgery  Practice 
Opportunities 

Rural  Lake  Country  Community  is  seek- 
ing the  above  practitioners  to  join  a busy 
12  physician  multispecialty  group. 
Quality,  comfortable  living  environment, 
multiple  recreational  activities,  fine 
educational  opportunities  and  cultural  ac- 
tivities abound.  Salary  and  fringe  benefits 
very  liberal. 

Send  curriculum  vitae  or  inquires  to; 

Lake  Region  Clinic,  PC 
Attn;  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 
or  call  collect  at  (701)  662-2157  for 
further  information 


Regarding  the  South  Dakota  Medical  Journal,  the  Com- 
mission has  welcomed  the  two  new  editors  of  our  Journal, 
Drs.  Jerry  Freeman  and  John  Barlow. 

The  South  Dakota  member  physicians  deceased  during 
the  preceding  year  include  the  following:  Charles  Tesar, 
MD,  Rapid  City,  Frederick  Kohimeyer,  MD,  Sioux  Falls, 
George  Arnold,  MD,  Rapid  City,  Myron  C.  Tank,  MD,  Brook- 
ings and  Floyd  Alcorn,  MD,  Sioux  Falls. 

Respectfully  submitted, 
Richard  P.  Holm,  MD,  Chairman 
Commission  on  Internal  Affairs, 
Communications  and  Liaison 

The  Reference  Committee  reviewed  the  report  of  the  Commis- 
sion on  Internal  Affairs,  Communications  and  Liaison  and 
recommended  it  he  accepted  as  submitted 

HEALTH  CAREER  GRANT  FUND 
FINANCUL  REPORT 

Balance  in  account  3-1-90  $13,177.03 

INCOME 

Principal  on  Loans  $ 202.47 

Interest  on  Loans  24.64 

Interest  on  Savings  98-57 

Interest  from  CD  #45330  950„31 

$1,275.79  $ U7S-72 

$14,452.82 


EXPENSES 

5 grants  @ $500  $ 2,500.00 

Cashier’s  check  charges  10.00 

Transfer  to  SDPHILP-I  11.528.88 

$14,038.88  $14,038,88 

Balance  in  Account  3-1-91  S 413.94 

ASSETS 

Outstanding  Loans  $ 205.50 

Savings  Account  #29341  413.94 

SD  Physicians  Hedged  Investments,  0.00 

Limited  Partnership  I 

$ 619.44 


The  Reference  Committee  reviewed  the  Health  Career  Grant 
financial  report  and  recommended  that  ways  be  sought  to 
replenish  this  fund,  and  that  the  fmcancial  report  be  accepted 
as  submitted. 

1991-1992  BUDGET 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 


GENERAL  FUND 


BUDGETED 

PROPOSED 

ITEM 

90-91 

91-92 

INCOME 

State  Dues  $265,000.00 

$265,000.00 

Annual  Meeting 

33,000.00 

35,000.00 

Refunds  & Misc. 

9,000.00 

13,000.00 

Car  Reimbursement 

1,000.00 

2,000.00 

Continuing  Medical  Education 

1,000.00 

1,000.00 

Salary  Reimbursement 

29,000.00 

49,000.00 

Other  Programs 

7th  Dist.  Salary  Reimb. 

1350.00 

1,500.00 

Equip.  Replacement  Fund 

16,000.00 

18,000.00 
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Med.  Student  & Res.  Dues  1,()()0.()() 
Interest  40, ()()().()() 

Accounting  Service  Income  30,000.00 
and  Building  Fund  Transfer 

Other  S.000.00 

$434350.00 

EXPENSES 


Salaries 

$205,000.00 

Social  Security 

14,500.00 

Legal  & Audit 

13,000.00 

Telephone  & Lease  Payments 

8,000.00 

Onice  Supplies 

10,000.00 

Dues  & Subscriptions 

1,500.00 

Physician’s  Travel 

18,000.00 

Annual  Meeting 

30,000.00 

Public  Relations 

14,000.00 

Journal  Subsidy 

5,000.00 

Postage 

11,000.00 

Miscellaneous 

100.00 

Legislation 

11,500.00 

Staff  Travel 

15,500.00 

Insurance 

4,000.00 

Retirement/Fringe  Benefits 

44,000.00 

Car  Operation  & Maintenance  2,500.00 

Auxiliary  Allocation 

4,000.00 

Unemployment  Tax 

850.00 

Continuing  Medical  Education  750.00 

Income  Tax 

Medical  Student  Fund 
Deferred  Compensation  Exp. 

500.00 

1,500.00 

$415,200.00 

Reserve 

19.150.00 

$434350.00 

1,(M)0.00  DakotaCare  Rent 

8,000.00  Foundation  Rent 

20,000.00  Board  of  Exam.  Rent 

Interest  Income 

8.000.00  Miscellaneous 

$421,500.(M) 


$198,000.00 

14.000. 00 

13.000. 00 

6,0(M).00 

12.000. 00 
1,000.00 

$17,000.00 

27.000. 00 

29.000. 00 

5.000. 00 

11.000. 00 

100.00 

11.500.00 

14.500.00 

4.000. 00 
40,000.00 

2,500.00 

4.000. 00 

850.00 

750.00 

500.00 

2.000. 00 
Qjm 

$413,700.00 
7.800.00 

$421,500.00 


$108,000.00  115,560.00 

45,000.00  51,257.00 

8,800.00  9,600.00 

0.00  0.00 

ILUll  

$126,100.00  $171,800.00 

EXPENSES 


Salaries 
Social  Security 
Real  Estate  Taxes 
Legal  & Audit 
Utilities 

Maintenance  & Supplies 
Insurance 
Income  Tax 
Mortgage  Payments 


$ 29,000.00 

$ 29,000.00 

2300.00 

2300.00 

17,000.00 

22,000.00 

2,500.00 

2,500.00 

19,000.00 

21,000.00 

19,000.00 

20,000.00 

6,000.00 

6,500.00 

3,500.00 

4,000.00 

63,300.20 

63.300.00 

$161,500.00 

$207,700.00 

300.00 

3.917.00 

$161,800.00 

$211,617.00 

Reserve 


The  Refavnce  Committee  reviewed  the  proposed  budget  for 
fiscal  year  1991-92  and  recommended  it  be  accepted  as  sub- 
mitted. 
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JOURNAL  OF  MEDICINE 


BUDGETED 

PROPOSED 

ITEM 

90-91 

91-92 

INCOME 

Advertising 

$26,000.00 

$27,000.00 

Subscription 

1,000.00 

1,000.00 

Refunds 

720.00 

0.00 

Journal  Subsidy 

5,000.00 

5,000.00 

Miscellaneous 

2 2^00.00 

1-000-00 

$35320.00 

$34,000.00 

EXPENSES 

Salaries 

$ 2,200.00 

$ 2300.00 

Social  Security 

100.00 

100.00 

Legal  & Audit 

100.00 

100.00 

Telephone 

100.00 

100.00 

Postage 

3,500.00 

4,000.00 

Office  Supplies  & Printing  28,720.00 

27,500.00 

Travel 

500.00 

QJHl 

$35,220.00 

$34,000.00 

BUILDING  FUND 

BUDGETED 

PROPOSED 

ITEM 

90-91 

91-92 

Brzica  Building 

INCOME 

$ 35,200.00 

Austin  Medical  Clinic,  PA 

We  are  a growing,  20  physician 
multi-specialty  group  recruiting 
BC/BEphysicians  in  the  following 
specialties: 

• Internal  Medicine 

• Family  Practice 

Guaranteed  first  year  salary  with  incentive 
program,  signing  bonuses,  and  excellent 
fringe  benefit  package. 

Located  in  Southeastern  Minnesota, 
Austin  is  a progressive  community  of  23,000 
with  public  and  parochial  schools  and  an 
excellent  higher  education  system. 

Call  or  send  CV  to: 

Richard  Graber 
Administrator 
Austin  Medical  Clinic,  PA 
1000  First  Drive,  NW 
Austin,  MN  55912 
507-433-7351 
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Family  Practice  Physician 

The  University  of  South  Dakota  School  of 
Medicine  is  seeking  a family  practice  physician  for 
academic  and  clinical  instruction  purposes  on  the 
Yankton,  South  Dakota  campus.  This  position  will 
include  a University  appointment  as  an  assistant 
professor  in  the  Department  of  Family  Medicine. 
Academic  responsibilities  will  include 
undergraduate  and  graduate  student  instruction. 
Clinical  practice  responsibilities  will  be  shared 
with  at  least  one  other  faculty  member  in  Yankton 
and  membership  in  faculty  practice  plan  is 
inclusive  with  the  faculty  appointment.  Salary  will 
be  commensurate  with  credentials  and  experience. 
An  excellent  benefits  package  is  included.  If  you 
desire  a controlled  lifestyle,  bountiful  recreational 
opportunities  and  the  challenge  of  teaching,  this 
may  be  the  position  you  have  been  searching  for. 
An  equal  opportunity  employer. 

For  additional  information,  please  send  letter  of 
inquiry,  curriculum  vitae,  and  three  letters  of 
reference  to: 

James  Ryan,  MD,  Chairman 
Department  of  Family  Medicine 
USD  School  of  Medicine 
800  E 21st  Street 
Sioux  Falls,  SD  57117-5045 


mp 


EMERGENCY  MEDICAL  PHYS/C/ANS,  PC 


Progressive  physi- 
cian owned  organ- 
ization has  full-time 
positions  available 
for  emergency  physicians  in  several  north- 
western communities  including  Sioux  Falls  and 
Yankton,  South  Dakota,  Casper  and  Cheyenne, 
Wyoming  and  Pasco,  Washington.  Competitive 
compensation  plus  an  excellent  benefit  pack- 
age including  malpractice,  health,  disability  and 
life  insurance  as  well  as  profit  sharing  and  CME 
benefits.  Flexible  schedules,  attractive 
communities  to  provide  exceptional  working 
and  living  conditions,  exciting  recreational 
opportunities. 


Contact:  Janet  Cowley 

Recruitment  Coordinator 
BMP,  PC 

(307)  632-1436/FAX  (307)  635-4642 
P.O.  BOX  805 
Cheyenne,  WY  82003 


REPORT  OF  THE  COMMISSION  ON 
PROFESSIONAL  LIABILITY 

The  Commission  on  Professional  Liability  met  twice 
during  the  year  of  1990,  once  on  May  10,  1990,  and  once  on 
October  11,  1990. 

At  the  May  10  meeting,  the  Hatch  report  and  information 
from  the  South  Dakota  Division  of  Insurance  was  discussed, 
as  was  the  pension  plan  protection  - -1990  legislation.  Other 
business  covered  included  a review  and  discussion  of  risk 
management  information,  some  of  which  was  a packet  from 
St.  Paul  Fire  and  Marine.  This  included  a self-assessment 
guide  which  is  a pamphlet  that  will  be  distributed  in  associa- 
tion with  mailings  from  the  state  office  and  also  brief  risk 
management  "tip  flyers"  will  be  sent  out  on  a bimonthly 
basis.  St.  Paul  Fire  and  Marine  also  has  a risk  management 
library  which  is  available  through  the  association  on  a loan 
basis.  St.  Paul  Fire  and  Marine  also  indicated  that  a semi- 
annual claims  analysis  was  available  which  would  include  a 
break-down  by  location,  specialty  and  allegation.  It  would 
compare  South  Dakota  statistics  to  the  region  and  to  the 
country.  The  Commission  directed  that  such  information  be 
obtained.  St.  Paul  Fire  and  Marine  also  states  that  articles 
on  risk  management  topics  are  available  written  by  St.  Paul 
risk  managers.  These  could  be  made  available  through  the 
South  Dakota  Journal  of  Medicine.  If  these  were  to  be 
executed,  these  articles  would  be  reviewed  by  myself  and  the 
editorial  staff  before  publication.  Also  at  the  May  meeting, 
professional  liability  activities  of  other  states  were  reviewed 
and  Indiana  continues  to  show  favorable  results  from  their 
tort  reform. 

One  other  topic  at  the  May  meeting  was  a discussion 
concerning  the  establishment  of  a support  group  for 
physicians  who  have  had  malpractice  claims  filed  against 
them.  The  Commission  recommended  that  the  topic  be 
referred  to  the  Commission  on  Scientific  Medicine  as  a 
possible  .subject  for  an  annual  meeting  program.  The  Com- 
mi.ssion  also  requested  information  regarding  this  concept 
be  gathered  from  other  medical  societies  where  such  groups 
might  exi.st  to  test  their  extent  and  effectiveness. 

At  the  October  11  meeting,  the  standard  format  and 
agenda  was  set  aside  because  of  special  presentations. 
Several  clinic  managers  were  invited  to  this  meeting  to  hear 
a presentation  by  the  Doctors’  Company  and  also  a presen- 
tation by  Midwest  Medical  Insurance  Company 
representatives  out  of  Minnesota. 

Both  of  these  companies  were  founded  by  physicians  with 
the  Doctors’  Company  being  located  on  the  West  Coa.st  but 
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insu^in^  many  physicians  in  Montana.  MMIC  was  Ibiinded 
by  the  Minnesota  Medical  Association  and  insures  the 
majority  of  physicians  in  that  state  as  well  as  some  in  North 
Dakota  and  Iowa  and  a few  in  South  Dakota.  Both  com- 
panies are  anxious  to  service  the  South  Dakota  area  and 
b<tth  were  rather  impressive  in  many  respects.  Further 
information  is  being  gathered  and  several  recommendations 
have  been  made  to  these  companies  regarding  premiums 
and  tail-coverage. 

On  April  5,  1991,  the  Council  of  the  State  Medical  As- 
sociation approved  the  concept  of  the  Commission  on 
Professional  Liability  working  out  specific  requirements  for 
any  insurance  company  wanting  to  be  endorsed  by  the  South 
Dakota  State  Medical  Association  and  presenting  those 
requirements  to  the  Council  at  a future  meeting.  The  ad- 
vantage to  the  South  Dakota  State  Medical  Association  and 
its  members  would  be  to  require  competitive  premium 
verification  and  also  require  specific  statistical  information 
regarding  South  Dakota's  track  record  over  the  previous 
year  and  how  it  relates  to  the  region  and  the  country.  The 
concept  would  be  not  to  endorse  one  insurance  company  but 
any  that  would  meet  the  requirements  and  standards  of  the 
State  Medical  Association. 

Respectfully  submitted, 
.lerry  L.  Walton,  MD,  Chairman 
Commission  on  Professional  Liability 

The  Reference  Committee  reviewed  the  repon  of  the  Commis- 
sion on  Professional  Liability  and  recommended  it  he  accepted 
as  submitted. 


REPORT  OF  THE  CONTINUING  MEDICAL 
EDUCATION  (CME)  COMMH TEE 

Tbe  work  of  the  Continuing  Medical  Education  (CME) 
Committee  will  begin  again  in  earnest  this  spring.  Since  the 
last  annual  report.  Charter  Hospital  of  Sioux  Falls  has 
joined  the  Brookings  Hospital,  McKennan  Hospital,  Rapid 
City  Regional  Hospital,  and  Sioux  Valley  Hospital  as  ac- 
credited sponsors  of  Category  1 programs  through  the  South 
Dakota  State  Medical  Association.  Applications  have  been 
received  from  the  Port  Meade  VA  Hospital  and  Central 
Plains  Clinic,  and  an  additional  application  is  expected 
shortly  from  the  Yankton  area  representing  Sacred  Heart 
Hospital,  the  Human  Services  Center,  Yankton  Medical 
Clinic,  and  Lewis  and  Clark  AHEC. 

This  summer  or  early  fall  the  South  Dakota  State  Medical 
Association  will  be  site  visited  on  behalf  of  the  Committee 
for  Review  and  Recognition  (CRR)  of  the  Accreditation 
Council  for  Continuing  Medical  Education  (ACCME).  The 
body  reviews  the  work  of  state  associations  as  they  accredit 
hospitals.  1 look  forward  to  their  visit  and  to  joining  the  CRR 
for  a three  year  term  starting  in  October. 

The  accreditation  process  is  not  a stagnant  one,  and  this 
year  seems  to  be  particularly  active,  both  in  South  Dakota 
and  nationally.  At  its  Interim  Meeting  the  AMA  House  of 
Delegates  altered  the  Physician's  Recognition  Award  (PRA) 
to  give  Category'  2 more  importance.  (P'or  further  details, 
see  the  new  PRA  brochure.)  The  recently  published  position 
of  the  Council  on  Ethical  and  Judicial  Afi'airs  of  the  AMA 
entitled,  "Gifts  to  Physicians",  (JAMA  265:501,1991)  and  the 
ACCME’s  newly  revised  Guidelines  for  Commercial  Sup- 
port, will  affect  the  ways  in  which  CME  programs  have  been 
funded  in  the  past.  These  topics  will  be  a major  component 
for  discussion  at  the  next  tw(i  CME  Committee  meetings. 


The  changes  in  CMp]  stress  the  need  for  CME  Committee 
members  and  the  SDSMA  stall  to  be  aware  of  tbe  intricacies 
of  this  process.  We  have  a unique  opportunity  to  be  updated 
in  the  pnKess  when  the  ACCME  h<»lds  one  of  its  four 
regional  meetings  on  the  accreditation  process  in  Denver  on 
November  15-17.  Each  accredited  institution  is  strongly 
encouraged  to  send  at  least  one  representative  to  this  impor- 
tant meeting. 

The  CME  Committee  IcMiks  forward  to  its  expanding  role 
and  to  its  annual  breakfast  meeting  at  tbe  time  of  the  annual 
meeting. 

Respectfully  submitted, 
Robert  R.  Raszkowski,  MD,  Ph.D,  Chairman 
Continuing  Medical  Education  Committee 

7 he  Reference  Committee  reviewed  the  repon  of  the  Continuing 
Medical  Education  Committee  and  recommended  it  be  ac- 
cepted as  submitted. 

REPORT  OF  THE  BUDGET  AND  AUDIT  COMMITl  EE 

The  Budget  and  Audit  Committee  met  in  January  of  1991 
just  prior  to  the  Executive  Commission  meeting. 

Mr  Robert  Johnson  reviewed  the  proposed  budget  and  it 
was  accepted  as  proposed. 

Respectfully  submitted, 
Richard  P.  Holm,  MD,  Chairman 
Budget  and  Audit  Committee 

The  Reference  Committee  reviewed  the  repon  of  the  Budget  and 
Audit  Committee  and  recommended  it  he  accepted  as  sub- 
mitted. 

REPORT  OF  THE  SHARECARE  COMMI  l l EE 

The  ShareCare  Committee  did  not  meet  during  1990. 
However,  the  committee  members  have  been  in  contact  with 
the  executive  olfice  of  the  South  Dakota  State  Medical 
Association  for  any  routine  and/or  emergency  problems  that 
arose  during  the  year.  The  program  has  continued  to 
operate  under  the  format  of  accepting  applications  from 
senior  citizens  from  physicians’  offices.  Senior  Citizen 
Centers,  and  county  health  nurses  as  well  as  distributing 
application  forms  to  all  Medicare  recipients  in  South 
Dakota.  During  this  period  of  time  249  cards  were  issued 
through  the  office  of  the  South  Dakota  State  Medical  As- 
sociation. Our  latest  count  indicates  that  there  are  1,700 
senior  citizens  enrolled  in  the  program  out  of  a total  senior 
population  of  140,000  in  the  state  of  South  Dakota  with  528 
physicians  participating  in  the  program.  The  cities  with  the 
largest  enrollments  in  the  program  are:  Huron  - 82;  Sioux 
F'alls  - 57;  Yankton  - 31;  and  Watertown  - 21. 

It  is  the  perception  of  the  committee  that  we  are  not 
reaching  the  entire  eligible  senior  citizen  population  and 
that  appropriate  dissemination  of  this  information  remains 
a problem  which  will  have  to  be  addressed  by  tbe  Committee 
in  the  current  year. 

Respectfully  submitted, 
Michael  Ferrell,  MD,  Chairman 
ShareCare  Committee 

The  Reference  Committee  reviewed  the  repon  of  the  ShareCare 
Committee  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  GRIEVANCE  COMMISSION 

The  (irievance  Commission  convened  at  the  time  of  the 
annual  meeting.  All  past  and  pending  matters  were  dis- 
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cussed  and  dealt  with  satisfactorily.  Since  the  last  meeting 
there  have  been  several  grievances  brought  to  our  Commis- 
sion and  all  have  been  handled  by  correspondence  or 
telephone. 

Tbe  number  of  grievances  appears  to  be  increasing  every 
year  and  most  of  them  are  on  tbe  basis  of  poor  patient-doctor 
communica-  tion.  It  would  behoove  us  all  to  take  the  time 
to  listen  carefully  and  explain  in  a manner  the  patient 
understands.  I sincerely  believe  this  would  eliminate  a great 
number  of  grievances. 

A special  tbanks  to  Jan  Anderson  for  her  expert  help  and 
communication  skills.  1 would  also  like  to  thank  the  other 
members  of  tbe  Commission  for  their  prompt  response  and 
thoughts  on  all  the  matters  brought  before  us. 

Respectfully  submitted, 
Richard  G.  Gere,  MD,  Chairman 
Grievance  Commission 

The  Reference  Committee  reviewed  the  report  of  the  Grievance 
Commission  and  recommended  it  he  accepted  as  submitted. 

REPORT  OF  THE  SOUTH  DAKOTA 
POLITICAL  ACTION  COMMITTEE 

SoDaPAC  was  actively  involved  in  the  1990  election  cam- 
paign. It  was  a tough  election.  A brief  analysis  of  our  efforts 
follows.  In  the  primary  election  our  overall  success  rate  was 
75  percent.  Success  rate  for  contested  races  was  57  percent. 
In  the  general  election  Senate  race  we  had  a 47  percent 
success  rate.  In  the  House  a 65  percent  success  rate.  For 
Governor,  U.S.  Senate,  and  U.S.  House  races  we  had  a 100 
percent  success  rate. 

The  South  Dakota  Legislature  now  has  the  following 
composition:  Senate  - 18  Republicans  and  17  Democrats; 
House  - 45  Republicans  and  25  Democrats.  The  Republicans 
maintain  a simple  majority  in  both  chambers  but  did  lose 
the  2/3  majority  in  the  Senate. 

We  need  to  elect  and  re-elect  legislators  who  are  willing 
to  listen  and  support  our  concerns.  We  need  to  support 
legislators  who  respect  the  physicians’  goal  of  delivering, 
economically  and  efllciently,  the  finest  health  care  in  the 
world. 

This  year  the  SoDaPAC  Board  nominated  Carmen 
Chavier  for  the  Belle  Chenault  Award  for  Political  Participa- 
tion. The  award  is  presented  every  two  years  to  a physician’s 
spouse  whose  efforts  have  made  a difference  in  the  political 
arena.  One  person  from  each  state  will  be  considered  by  the 
AMPAC  Board.  As  of  this  date,  results  of  the  nomination 
are  unknown. 

SoDaPAC  has  been  notified  by  the  AMPAC  Board  of 
Directors  that  we  have  attained  our  AMPAC  membership 
goal  for  1990.  This  is  the  first  year  achievement  awards  for 
attaining  goals  have  been  given.  Awards  of  all  state  PACs 
that  have  achieved  membership  goals  will  be  on  display  at 
the  National  Leadership  Conference  in  Miami.  State  PAC 
chairmen  were  invited  to  be  present  to  receive  the  award 
from  the  AMPAC  Chairman. 

New  SoDaPAC  officers  will  be  elected  at  the  1991  meeting 
in  Sioux  Falls.  I would  like  to  thank  each  of  the  current 
officers  and  the  Board  members  for  their  support  and 
c<*operation  during  the  past  two  years.  As  your  Board  we 
support  the  candidates  who  listen  to  your  concerns  for  a 
better  government  and  quality  health  care  for  patients, 
communities,  and  families. 


Please  make  it  a priority  to  Join  SoDaPAC  so  we  can 
continue  our  commitment  to  impact  on  medical  legislative 
issues  in  the  critical  1992  elections. 

Respectfully  submitted, 
Marie  Hovland 
SoDaPAC  Chairman 

The  Reference  Committee  reviewed  the  report  of  the  South 
Dakota  Political  Action  Committee  and  recommended  it  be 
accepted  as  submitted. 

REPORT  OF  THE  BOARD  OF  DIRECTORS 
OF  THE  SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

The  annual  meeting  of  the  Board  of  Directors  of  the  South 
Dakota  Medical  School  Endowment  Association  convened  at 
7:00  am  on  June  1, 1990,  at  the  Howard  Johnson  Motor  Lodge 
in  Rapid  City,  South  Dakota.  Present  for  roll  call  were 
Doctors  Howard  Saylor,  Bruce  Lushbough,  T.  H.  Sattler, 
Bruce  Allen  and  Robert  Giebink,  Acting  Chairman.  Dr 
Raymond  Lynn  from  the  USDSM  attended  as  well  as  staff 
members,  Robert  Johnson  and  Jan  Anderson.  The  minutes 
of  the  previous  meeting  were  approved  as  printed  and  circu- 
lated. 

Nominations  were  in  order  for  officers.  On  motion  made, 
seconded  and  passed,  the  following  officers  were  elected  for 
1990-91:  Robert  Giebink,  MD,  - president;  Bruce  Lush- 
bough, MD,  - vice  president;  and  Warren  Jones,  MD, 
secretary. 

The  financial  report  for  1989  and  the  first  four  months  of 
1990,  was  reviewed.  Special  note  was  taken  regarding  the 
contributions  received  from  January  1 - April  30,  1990, 
$18,085,  most  of  which  was  received  from  alumni  of  USDSM 
residing  outside  South  Dakota.  This  was  in  response  to  a 
letter  prepared  by  Dr  Joseph  Hamm  and  mailed  in  January 
1990.  The  Board  reviewed  the  1989  financial  report  of  the 
Alumni  Foundation  and  accepted  it  for  information. 

Dr  Lynn  discussed  the  needs  and  available  sources  of 
funds  for  scholarships  and  loans  for  students  at  the  USDSM. 
The  Board  took  action  to  allocate  $70,000  for  student  loans 
for  1990-91. 

The  Board  discussed  the  plaques  at  the  USD  Medical 
School  which  recognize  donors  of  $500  or  more  and  $2,000  or 
more  to  the  Endowment  Association.  The  Board  determined 
they  would  no  longer  continue  to  sponsor  the  $500  donor 
plaque,  but  would  continue  to  add  names  to  the  $2,000 
plaque  until  it  is  full  and  then  decide  if  they  would  purchase 
another  $2,000  donor  plaque.  It  was  decided  that  individual 
plaques  would  be  provided  to  donors  of  $500  in  a lump  sum 
and  to  those  donating  $1,000  or  more  in  a lump  sum. 

Distribution  of  the  disbursable  income  from  the  Wulbers’ 
Fund  was  considered  and  it  was  decided  that  two  awards  of 
$1,500  each  would  be  made  for  1990-91. 

Fund  raising  activities  were  considered.  It  was  decided 
to  continue  with  three  solicitations  per  year;  the  first  to  be 
sent  in  October  from  individual  Board  members  to 
physicians  in  assigned  districts  with  a letter  over  the 
president’s  signature  going  to  all  out  of  state  USDSM  alum- 
ni; a Christmas  solicitation  to  all  South  Dakota  physicians; 
and  a mailing  after  the  first  of  the  year  to  all  USDSM  alumni 
out  of  state. 

The  board  discussed  the  establishment  of  specified 
scholarships  and  directed  the  executive  office  to  develop  a 
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brochure  which  can  he  sent  with  solicitations  puhlicizini;  this 
project. 

There  beinjj  no  further  business  the  meeting  adjourned 
at  8:30  am. 

As  president  of  the  board  I composed  the  letter  to  be  sent 
out  to  the  USDSM  alumni  out  of  state.  Itecause  Dean 
Talley’s  letter  to  the  alumni  was  sent  out  in  December 
instead  of  in  early  November,  I decided  to  postpone  the 
January  letter,  and  it  was  mailed  in  early  April. 

Additional  board  business  was  carried  out  by  mail.  This 
consisted  of  a decision  as  to  which  two  medical  students  were 
to  receive  the  annual  Wulbers’  grants.  The  Wulbers’  fund 
was  a bequest  of  $31,203.34,  and  the  interest  from  this  fund 
is  given  to  the  most  deserving  medical  school  students  based 
on  information  received  from  the  school  and  from  the  ap- 
plicants. 

I have  enjoyed  the  privilege  and  honor  of  serving  as 
president  of  the  board.  Although  I am  not  an  alumnus  of 
USDSM  I have  four  family  members  who  are  or  will  be 
alumni  of  the  school,  so  I am  vitally  interested  in  the  welfare 
of  the  school  and  the  students.  Thanks  again  to  Jan  Ander- 
son who  has  been  a mainstay  for  the  Endowment 
Association. 

Respectfully  submitted, 
Robert  R.  Giebink,  MD 
President  of  the  Board 

The  Reference  Committee  reviewed  the  report  of  the  Board  of 
Directors  of  the  South  Dakota  Medical  School  Endowment 
Association  and  recommended  it  he  accepted  as  submitted. 


REPORT  OF  THE  PHYSICIANS  HELP  COMMITTEE 

Ihe  committee  met  at  the  annual  meeting  in  June  in 
Rapid  City.  At  that  meeting  we  were  in  the  process  of  finding 
another  psychiatrist  to  serve  on  our  committee,  and  Dr. 
William  Fuller  from  Sioux  Falls  has  been  asked  to  Illl  that 
position. 

1 he  committee  again  went  on  record  urging  the  Program 
Committee  to  consider  a half-day  seminar  by  Dr.  Joseph  and 
Sharon  Cruse  on  issues  of  dependency.  We  need  to  clarify 
that  this  will  not  only  deal  with  chemical  dependency,  but 
expose  us  to  much  of  the  work  that  is  being  done  with  adult 
children  of  dysfunctional  families  for  whatever  the  etiology. 
Those  of  us  interested  in  this  area  of  medical  practice  are 
recognizing  more  and  more  that  it  is  not  the  object  of  the 
compulsion  that  is  the  most  important,  but  the  compulsive 
behavior  itself.  Hopefully  we  can  bring  it  back  to  the  Pro- 
gram Committee  in  the  future. 

There  have  been  several  requests  for  information  and  for 
assistance  to  the  committee  during  the  year.  The  outcome 
of  these  referrals  generally  has  been  very  satisfactory.  I 
want  to  thank  the  committee  members  who  have  assisted  me 
with  these  referrals.  The  committee  continues  to  olTer  its 
assistance  in  any  way  possible  to  the  impaired  physician, 
family,  or  friends.  Referrals  may  be  made  directly  to  the 
committee  or  to  the  executive  office.  I am  pleased  to  an- 
nounce that  there  are  now  six  members  from  the  state  of 
South  Dakota  belonging  to  the  American  Society  of  Addic- 
tion Medicine,  four  of  whom  are  certified. 

Respectfully  submitted, 
Neil  J.  Elkjer,  MD,  Chairman 
Physicians  HELP  Committee 


Family  Practice  - Hospital 
Sponsored  Clinic  Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is 
seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The 
administrative  burdens  of  medical 
practice  will  be  minimized  in  this 
hospital-managed  clinic.  The  hospital 
has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes 
base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and 
student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact: 

Kari  Wangsness,  Associate 
The  Chancellor  Group,  Inc. 

France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 


The  Reference  Committee  reviewed  the  report  of  the  Physicians 
HELP  Committee  and  recommended  it  be  accepted  as  sub- 
mitted. The  Reference  Committee  supports  the  efforts  of  the 
Physicians  HELP  Committee  and  encourages  them  to  make  the 
Association ’s  membership  and  appropriate  professionals  aware 
of  this  program. 

REPORT  OF  ARCHIVES  AND  HISTORY  COMMISSION 

The  Archives  and  History  Commission  is  planning  a 
formal  meeting  in  May  or  June  prior  to  the  South  Dakota 
State  Medical  Association  meeting  June  6-8  in  Sioux  Falls. 
The  project  titled  "Families  in  Medicine,"  a series  of  articles 
for  the  South  Dakota  Medical  Journal,  is  a series  about 
families  with  three  or  more  members  involved  in  medicine 
in  South  Dakota.  We  have  contacted  several  physicians  who 
have  agreed  to  author  articles  and  hope  to  soon  see  the  series 
started  in  the  South  Dakota  Medical  Journal. 

Respectfully  submitted, 
John  H.  Hoskins,  MD,  Chairman 
Archives  and  History  Commission 

The  Reference  Committee  reviewed  the  report  of  the  Archives 
and  History  Commission  and  recommended  it  be  accepted  as 
submitted. 


REPORT  OF  THE  AIDS  TASK  FORCE 

The  AIDS  Task  Force  has  been  relatively  inactive  this 
past  year.  Again,  there  seems  to  be  little  information  in  the 
lay  press  in  terms  of  problems  in  South  Dakota  and  the  last 
1 heard,  there  was  only  one  AIDS  case.  There  has  not  been 
an  indication  of  any  problem  in  this  area. 
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The  members  of  the  AIDS  Task  Force  continue  to  do  a 
great  job  for  the  Association.  The  members  of  the  Medical 
Association  have  the  benefit  of  the  good  Judgment  and  hard 
work  of  the  AIDS  Task  Force.  We  all  owe  them  our  sincere 
thanks. 

Respectfully  submitted, 
Durward  M.  Lang,  MD,  Chairman 
AIDS  Task  Force 

The  Reference  Committee  reviewed  the  report  of  the  AIDS  Task 
Fo/ve  and  recommended  it  he  accepted  as  submitted. 

REPORT  OF  THE  SPECIAL  MEDICARE  COMMITTEE 

The  Special  Medicare  Committee  held  two  meetings,  one 
on  September  17, 1990,  and  tbe  other  on  April  8, 1991.  Both 
were  held  in  Sioux  Falls,  South  Dakota. 

Over  the  last  year.  Medicare  implemented  a new  com- 
puter system  which  resulted  in  a number  of  errors.  The 
details  of  these  errors  and  the  problems  that  resulted  con- 
sumed a great  deal  of  the  agenda  of  the  first  of  these  two 
meetings. 

Prior  committee  meetings  had  talked  at  great  length 
about  the  Patterns  of  Care  pilot  project.  This  pilot  project 
was  dropped  during  the  last  year,  and  therefore  issues  and 
concerns  with  this  program  were  also  dropped  from  the 
committee  agenda. 

During  the  past  year,  the  following  items  were  resolved: 

1)  Medicare  agreed  to  make  available  through  the 
State  Medical  Association  their  policy  guidelines  for 
the  cost  of  reproducing  these  guidelines. 

2)  Medicare  agreed  to  send  apology  letters  to  all 
physicians  who  received  MAAC  violation  letters  due 
to  errors  by  Medicare  personnel  at  entry. 

3)  Medicare  promised  to  pay  interest  on  delayed 
claims  when  the  delay  was  due  to  their  errors  in 
processing  claims. 

4)  As  of  January  1,  1991,  Medicare  agreed  that  pay- 
ment for  inpatient  hospital  visits  provided  by  a 
psychologist  were  appropriate. 

5)  Medicare’s  final  policy  on  consultations  was 
reviewed  at  length  by  the  committee  and  their  response 
to  specific  examples  was  agreed  upon  by  committee 
members. 

6)  Medicare  in  Fargo  now  has  available  the  data  base 
for  beneficiaries  outside  of  South  Dakota,  as  well  as 
beneficiaries  within  South  Dakota.  Previously  this 
caused  a delay  in  claims  processing,  since  the  data 
base  available  to  Fargo  did  not  include  verification  of 
beneficiary  status  on  patients  outside  of  the 
geographic  limits  of  South  Dakota,  North  Dakota, 
Wyoming,  and  Montana. 

7)  The  discontinuation  of  Medicare  in  requiring 
documentation  showing  physician  qualification  for 
laparoscopic  cholecystectomy  procedures. 

8.  Assurances  by  Medicare,  that  with  the  release  of  the 
contingency  fund,  there  is  no  slow  down  in  processing 
claims. 

9.  As  of  July  1,  1991,  electronic  claims  will  have  the 
capability  of  having  a miscellaneous  narrative  field. 

10.  After  July  1,  1991,  it  will  no  longer  be  necessary  to 
put  tbe  Yes/No  modifier  on  claims. 

A number  of  items  remain  pending  on  the  agenda  and  will 
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be  discussed  again  during  upcoming  meetings.  These  are: 

1)  Appropriate  coding  and  reimbursement  for  stress 
testing.  Following  the  April  8 meeting,  we  were  in- 
formed by  Medicare  that  this  issue  had  been  resolved. 
However,  by  late  April  they  informed  us  that  they  were 
unable  to  move  forward  in  its  resolution,  and  therefore 
the  issue  is  still  pending. 

2)  The  committee  is  concerned  with  the  discrepancy  on 
how  Medicare  reimburses  nurses  who  make  home 
visits  versus  physicians  who  make  home  visits. 
Medicare  initially  took  this  issue  to  HCFA  in  Denver, 
who  responded  that  they  would  take  no  action  until 
after  the  RBRVS  was  in  place.  The  committee  asked 
that  this  discrepancy  be  brought  to  the  attention  of  the 
National  HCFA  for  earlier  resolution  than  that  indi- 
cated hy  the  response  from  Denver. 

3)  Medicare’s  proposed  policy  for  surgical  global  fees 
was  reviewed  at  length  hy  the  committee  and  appeared 
to  be  agreed  upon.  Following  the  April  meeting. 
Medicare  notified  us  that  they  needed  to  put  the  agreed 
upon  policy  on  hold  and  follow  the  policy  to  be  dictated 
by  HCFA.  Literature  would  indicate  that  HCFA’s 
policy  will  not  differ  greatly  from  that  agreed  upon  at 
the  committee  level. 

4)  Continued  updates  on  the  Comparative  Perfor- 
mance Reporting  Program. 

5)  Mammograms  can  only  be  paid  when  done  by  a 
certified  center.  After  certification.  Medicare  will 
make  payments  retroactive  to  January  1, 1991.  South 
Dakota  is  slow  in  granting  this  certification.  The  State 
Medical  Association  will  contact  the  State  Secretary  of 
Health  to  see  if  this  process  can  be  speeded  up. 

6)  In  January  of  1991,  most  procedures  saw  a 6.5% 
reduction  not  previously  forecasted.  In  reviewing 
literature,  it  would  appear  that  tbe  6.5%  across  tbe 
board  reduction  is  inconsistent  with  the  intent  of  the 
Budget  Reconciliation  Act  passed  in  October.  It  was 
recognized  that  our  Medicare  carrier,  like  all  other 
Medicare  carriers,  applied  the  6.5%  reduction  per 
HCFA  instruction.  Together  we  will  recontact  HCFA 
outlining  our  concerns  and  how  this  direction  varied 
from  the  intent  of  the  legislation  and  the  summaries 
of  the  legislation  that  heretofore  had  been  available. 

7)  The  use  of  UPIN  numbers  remains  a mystery  and 
will  be  left  on  the  agenda  for  further  clarification  from 
Medicare  as  they  receive  it. 

There  was  discussion  regarding  the  committee’s  purpose 
in  reviewing  policy  guidelines  once  Medicare  had  received 
back  the  solicited  comments.  It  was  felt  that  it  was  not  a 
duty  of  the  committee  to  make  sure  that  the  policy  was 
amended  to  include  all  comments,  but  ratber  it  was  a duty 
of  Medicare  to  respond  individually  to  the  comment  as 
received.  Anyone  unhappy  with  Medicare’s  response  to  their 
comment  could  ask  the  committee  to  address  the  issue. 

F'urther  meetings  are  planned  for  the  coming  year.  I 
would  encourage  comments  or  questions  from  SDSMA  mem- 
bers. 

Respectfully  submitted, 
James  Reynolds,  MD,  Chairman 
Special  Medicare  Committee 

The  Reference  Committee  reviewed  the  repoti  of  the  Special 
Medicare  Committee  and  recommended  it  be  accepted  as  sub- 
mitted. 
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ANNUAL  MEE TIN(;  MINUTES 
SOiri'H  DAKOTA  EOUNDATION  FOR  MEDICAL  CARE 

June  6,  1991  Ramkota  Inn 

10:40  am  Sioux  Falls,  SD 

The  16tli  Annual  Meetin}>  (tf  the  South  Dakota  Founda- 
tion for  Medical  Care  was  held  on  Thursday,  June  6,  1991, 
at  10:40  am  at  the  Ramkota  Inn,  Sioux  Falls,  South  Dakota. 

The  meetinj;  was  called  to  order  by  Chairman  Stephan 
Schroeder,  MD.  The  roll  call  was  taken  with  the  followin}» 
members  being  present:  Doctors  Jerome  Eckrich,  Richard 
Porter,  M.  George  Thompson,  Mary  Carpenter,  James 
Reynolds,  Robert  L.  Ferrell,  Michael  Pekjis,  James  Hovland, 
James  Larson,  Richard  Holm,  Stephan  Schroeder,  Lucio 
Margallo,  Jeffrey  Hagen,  K.  Gene  Koob,  Rodney  Parry,  Guy 
Tam,  Lowell  Hyland,  C.  Roger  Stoltz,  Robert  Raszkowski, 
David  Smith,  Duane  Reaney,  James  Engelbrecht,  Thomas 
Krafka,  Richard  Renka,  John  Barlow,  Kenneth  Bar- 
tholomew, Winston  Odiand,  Catherine  Gerrish,  Marlin 
Lamb,  Gerald  Tracy,  Tad  Jacobs,  B.  O.  Lindbloom,  Howard 
L.  Saylor,  Richard  Gere,  John  Jones,  Richard  Honke,  James 
Ryan,  Robert  Talley,  Mark  Kummer,  Loren  Tschetter,  J. 
Michael  McMillin,  Daniel  Kennelly,  John  Barker,  C.  F. 
Gutch,  Mick  Hurley, Thomas  White,  W.  O.  Rossing,  Thomas 
Braithwaite,  Verdayne  Brandenburg,  Robert  E.  Van- 
Demark,  Jr,  D.  G.  Ortmeier,  Earl  Kemp,  John  Sail,  P rank 
Messner,  Morris  Radack,  T.  H.  Sattler,  MD,  Robert  Good- 
hope,  Dave  Johnson,  J.  Geolfrey  Slingshy,  Craig  Hansen, 
David  Sandvik,  Stephen  Haas,  Charles  Hart,  O.  Myron 
Jerde,  James  Rud,  Tom  Hermann,  Edwin  P.  Sweet,  James 
Collins,  Kevin  Bjordahl,  John  Malm,  and  Ben  Chaska. 

The  Chairman  declared  a quorum  present  for  the  purpose 
of  conducting  business  of  the  corporation. 

The  Chairman  called  for  consideration  of  the  minutes  of 
the  last  annual  meeting.  He  referred  the  membership  to  the 
Foundation  minutes  in  the  printed  manual  furnished  to  each 
member.  Dr  Krafka  moved  that  the  minutes  be  accepted  as 
published  and  the  reading  thereof  waived.  The  motion  was 
seconded  and  upon  voice  vote  the  same  was  approved  unan- 
imously. 

Dr  Schroeder  reported  that  the  following  persons  were 
elected  to  serve  three  year  terms  on  the  Board  of  Directors: 
Carlton  Kom,  MD;  Greg  Tobin,  MD;  Mr  Robert  Kroese; 
Larry  Meyer,  MD;  Robert  Shaskey,  MD;  Gerald  Tracy,  MD; 
and  Mr  Tom  Schultz. 

Dr  Schroeder  called  for  consideration  of  the  corporate 
financial  report.  He  noted  that  the  financial  report  was 
published  in  the  Handbook  which  was  furnished  to  each 
member  of  tbe  body.  Dr  Schroeder  asked  the  membership 
if  there  were  any  questions,  qualifications  or  corrections. 
There  being  no  comments,  the  financial  report  was  accepted 
as  published. 

On  behalf  of  SDP'MC,  Dr  Schroeder  thanked  all  those 
individuals  who  have  served  as  physician  advisors  or  have 
served  on  various  committees  throughout  the  past.  He 
stated  that  all  physicians  who  have  served  on  the  Quality 
Assurance  Committee  for  five  or  more  continuous  years  and 
all  physicians  who  have  continuously  served  as  physician 
advisors  for  the  PRO  program  during  1987  to  1990  will  be 
recognized  with  a Certificate  of  Appreciation. 

Dr  Schroeder  referred  the  membership  to  the  written 
report  made  by  the  President,  and  published  in  the  Hand- 
book, and  also  the  written  report  contained  therein  of  the 
Foundation’s  Medical  Director.  He  asked  if  anyone  had  any 


questions  on  the  operation  of  the  Foundation.  There  being 
none,  he  noted  that  the  reports  would  be  filed  with  the 
records  of  the  Foundation  accordingly. 

Dr  Schroeder  then  asked  for  any  comments  from  the 
Boor.  There  being  none,  the  meeting  was  adjourned  at  10:45 
am. 

ANNUAL  MEETING  MINUTES 
SOUTH  DAKOTA  STATE  MEDICAL 
HOLDING  COMPANY,  INC. 

June  6,  1991  Ramkota  Inn 

10:45  am  Sioux  Falls,  SD 

The  3rd  Annual  Meeting  of  the  South  Dakota  State  Medi- 
cal Holding  Company,  Inc,  was  held  on  Thursday,  June  6, 
1991,  at  10:45  am  at  the  Ramkota  Inn,  Sioux  Falls,  South 
Dakota. 

The  meeting  was  called  to  order  by  Chairman  Robert 
Ferrell,  MD.  The  roll  call  was  taken  with  the  following 
members  being  present:  Doctors  Jerome  Eckrich,  Richard 
Porter,  M.  George  Thompson,  Mary  Carpenter,  James 
Reynolds,  Michael  Pekas,  James  Hovland,  James  Larson, 
Richard  Holm,  Stephan  Schroeder,  Lucio  Margallo,  Jeffrey 
Hagen,  K.  Gene  Koob,  Rodney  Parry,  Guy  Tam,  Lowell 
Hyland,  C.  Roger  Stoltz,  Robert  Raszkowski,  David  Smith, 
Duane  Reaney,  James  Engelbrecht,  Thomas  Krafka, 
Richard  Renka,  John  Barlow,  Kenneth  Bartholomew, 
Winston  Odiand,  Catherine  Gerrish,  Marlin  Lamb,  Gerald 
Tracy,  Tad  Jacobs,  B.  O.  Lindbloom,  Howard  L.  Saylor, 
Dileep  Bhat,  Richard  Gere,  John  Jones,  Richard  Honke, 
James  Ryan,  Robert  Talley,  Mark  Kummer,  Loren  Tschet- 
ter, J.  Michael  McMillin,  Daniel  Kennelly,  John  Barker, 
Daniel  Blue,  Mick  Hurley,  Thomas  White,  W.  O.  Rossing, 
Thomas  Braithwaite,  Verdayne  Brandenburg,  Robert  E. 
VanDemark,  Jr,  D.  G.  Ortmeier,  Earl  Kemp,  John  Sail, 
Frank  Messner,  Jem  Hof,  Morris  Radack,  T.  H.  Sattler,  Dave 
Johnson,  J.  Geoffrey  Slingsby,  Craig  Hansen,  David 
Sandvik.  Stephen  Haas,  Charles  Hart,  O.  Myron  Jerde, 
James  Rud,  Tom  Hermann,  Edwin  P.  Sweet,  James  Collins, 
Kevin  Bjordahl,  John  Malm,  and  Ben  Chaska. 

The  Chairman  declared  a quorum  present  for  the  purpose 
of  doing  business  of  the  corporation. 

The  Chairman  called  for  consideration  of  the  minutes  of 
the  last  annual  meeting.  He  referred  the  membership  to  the 
SDSMHC  minutes  in  the  printed  manual  furnished  to  each 
member.  The  minutes  were  accepted  as  published  and  the 
reading  thereof  waived. 

Dr  Ferrell  highlighted  the  financial  report  as  published 
in  the  Handbook  and  addressed  the  corporate  body  members 
with  general  comments  about  DAKOTACARE. 

Dr  Ferrell  reported  on  the  election  results.  It  was 
reported  that  the  following  persons  were  elected  to  serve 
three-year  terms  on  the  Board  of  Directors:  Richard  Gere, 
MD;  Howard  Saylor,  MD;  and  James  Jackson,  MD. 

Dr  Ferrell  asked  for  any  comments  or  further  business 
from  the  floor.  There  being  none,  the  meeting  was  adjourned 
at  10:50  am. 

MINUTES  OF 

SOUTH  DAKOTA  MEDICAL  SERVICE,  INC 
CORPORATE  BODY  MEETING 

10:15  am  Ramkota  Inn 

June  6,  1991  Sioux  Falls,  SD 

Chairman  Rossing  called  the  meeting  of  the  Corporate 
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Body  of  South  Dakota  Medical  Service,  Inc,  to  order  at  10:15 
am,  June  6,  1991,  at  the  Ramkota  Inn,  Sioux  Falls,  South 
Dakota. 

On  roll  call  vote,  the  following  members  of  the  Corporate 
Body  of  the  South  Dakota  Medical  Service,  Inc,  were  present: 
Doctors  Jerome  Eckrich,  Richard  Porter,  M.  George 
Thompson,  Mary  Carpenter,  James  Reynolds,  Robert  L. 
Ferrell,  Michael  Pekas,  James  Hovland,  James  Larson, 
Richard  Holm,  Stephan  Schroeder,  Lucio  Margallo,  Jeffrey 
Hagen,  K.  Gene  Koob,  Rodney  Parry,  Guy  Tam,  Lowell 
Hyland,  C.  Roger  Stoltz,  Robert  Raszkowski,  David  Smith, 
Duane  Reaney,  James  Engelbrecht,  Thomas  Krafka, 
Richard  Renka,  John  Barlow,  Kenneth  Bartholomew, 
Winston  Odiand  Catherine  Gerrish,  Marlin  Lamb,  Gerald 
Tracy,  Tad  Jacobs,  B.  O.  Lindbloom,  Howard  L.  Saylor, 
Dileep  Bhat,  Richard  Gere,  John  Jones,  Richard  Honke, 
James  Ryan,  Robert  Talley,  Mark  Kummer,  Loren  Tschet- 
ter,  J.  Michael  McMillin,  Daniel  Kennedy,  John  Barker,  C. 
F.  Gutch,  Daniel  Blue,  Barbara  Hall,  Mick  Hurley,  Tbomas 
White,  W.  O.  Rossing,  Thomas  Braithwaite,  Verdayne  Bran- 
denburg, Robert  E.  VanDemark,  Jr,  D.  G.  Ortmeier,  Earl 
Kemp,  John  Sail,  Frank  Messner,  Jem  HolT,  Morris  Radack, 
T.  H.  Sattler,  Robert  Goodhope,  Dave  Johnson,  J.  Geoffrey 
Siingsby,  Craig  Hansen,  David  Sandvik,  Stephen  Haas, 
Charles  Hart,  O.  Myron  Jerde,  James  Rud,  Tom  Hermann, 
Edwin  P.  Sweet,  James  Collins,  Kevin  Bjordahl,  Paul 
Amundson,  John  Malm  and  Ben  Chaska. 

A quorum  being  present,  the  Chairman  declared  the 
annual  meeting  of  the  membership  of  the  Corporate  Body  of 
the  South  Dakota  Medical  Service,  Inc,  to  be  duly  in  session 
for  the  transaction  of  business. 

Dr  Tracy  moved  that  the  reading  of  the  minutes  of  the 
last  meeting  of  the  Corporate  Body,  being  tbe  1990  annual 
meeting,  be  waived,  the  same  having  been  published  and 
mailed  to  each  member  previously.  Such  motion  was 
seconded  by  Dr  Ortmeier.  Upon  voice  vote,  the  same  was 
approved  unanimously. 

Chairman  Rossing  presented  the  Chairman’s  message  to 
the  Corporate  Body.  He  reported  that  as  the  December  31, 
1991,  premium  income  was  $53,918,584  compared  with 
$42,797,203  in  1989.  $49,686,198  was  paid  out  in  claims  in 
1990  or  92.2%  of  income  wheras  in  1989,  $40,253,170  or  94.1% 
of  income  was  paid  on  claims. 

He  reported  that  unassigned  surplus  at  the  end  of  1990 
was  $7,710,287  compared  to  6,353,603  in  1989. 

It  was  noted  that  the  complete  Chairman’s  message  was 
printed  in  the  Delegate’s  Handbook.  Chairman  Rossing 
presented  the  full  text  thereof. 

No  action  being  necessary  on  the  Chairman’s  report,  none 
was  taken. 

After  completing  his  report.  Chairman  Rossing  intro- 
duced the  lay  members  on  the  Blue  Shield  Board  to  the 
Corporate  Body. 

Chairman  Rossing  called  upon  President  Ben  Johnson  to 
review  the  1990  Annual  Report.  Mr  Johnson  noted  that  each 
of  the  members  were  sent  a copy  of  Blue  Shield’s  annual 
statement  for  1990  prior  to  this  meeting.  He  highlighted 
certain  items  contained  therein.  He  specifically  mentioned 
that  the  Blue  Shield  1990  premium  income  of  $53,918,584 
and  claims  paid  of  $49,686,198  shows  that  92.2%  of  premium 
income  was  paid  back  to  subscriber  providers.  The  previous 
year’s  payout  was  94.1%.  Blue  Shield’s  underwriting  gain  in 
1990  was  $114,284  or  .2%  of  premium  income  and  its  invest- 


ment income  was  $1,682,302.  After  paying  $396,250  Federal 
Income  Tax  the  net  gain  to  surplus  was  $1,400^36  or  2.6% 
of  income. 

In  1989,  Blue  Shield  processed  702,885  claims.  In  1990, 
Blue  Shield  processed  831,377  claims.  He  asked  if  any 
member  on  the  floor  had  any  questions. 

A discussion  followed  with  President  Ben  Johnson  ex- 
plaining to  the  Corporate  Body  Blue  Shield’s  investment 
policies  and  the  reasons  therefor. 

Chairman  Rossing  at  this  point  of  the  meeting  stated  the 
next  order  of  business  was  the  election  of  directors.  He 
asked  Dr  James  C.  Larson  to  present  the  report  of  the 
Nominating  Committee.  Dr  Larson  reported  as  follows: 

The  Nominating  Committee  appointed  by  the  Blue  Shield 
Board  of  Directors  recommended  current  directors  William 
J.  McDermott  of  Brookings,  Lawrence  W.  Finney,  MD  of 
Sioux  Falls  and  Robert  J.  Neumayr,  MD  of  Yankton  be 
re-elected  to  the  Board  of  Directors. 

The  Chairman  called  for  nominations  from  the  floor.  Dr 
Ryan  moved  that  the  nominations  be  closed  and  a unani- 
mous ballot  be  cast  for  the  nominees.  Dr  Pekas  seconded 
the  motion.  Upon  voice  vote,  the  same  was  approved  unan- 
imously and  the  secretary  was  instructed  to  show  a 
unanimous  ballot  tbereon. 

Chairman  Rossing  called  for  any  further  business,  to 
come  before  tbe  Board.  There  being  none,  he  called  for  a 
motion  to  adjourn  the  Corporate  Body  meeting.  Dr  Ferrell 
moved  that  the  meeting  be  adjourned.  Dr  Gere  seconded  the 
motion.  Upon  voice  vote,  the  same  was  approved  unani- 
mously. 

John  Zimmer 
Secretary 


The  Physicians’  HELP 
Rehabilitation 
Program 

of  the 

South  Dakota  State  Medical 
Association 

Designed  to  help  physicians  addicted 
to  alcohol  and/or  other  drugs  as  well  as 
those  with  emotional  and  psychiatric 
disorders. 

All  referrals  and  information  remain 
confidential. 

Call:  (605)  336-1965 
or 

Write:  Physicians’  HELP  Committee 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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Extenuating  Circumstances 
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A periodic  column  of  personal,  ethieal,  and  socioeconomic  reflections  on  medicine. 


The  Living  Will  Law 

Reuben  Bureis,  MD 
Rapid  City,  SD 

Many  of  us  were  pleased  to  learn  of  the  passage 
of  SB  210  - The  Living  Will  Law  - after  an 
intensive  review  by  two  committees  from  each  legisla- 
tive chamber.  Through  the  sponsorship  of  the  AARP 
(Bob  Westaby,  MD,  was  an  effective  lobbyist)  and  the 
leadership  of  Senator  Bill  Taylor  of  Aberdeen,  the 
Law’s  passage  allowed  South  Dakota  to  join  the  ranks 
of  41  other  states  with  similar  laws.  Congratulations  to 
all  concerned! 

Though  not  a perfect  document,  it: 

1 .  Legalizes  and  legitimizes  advance  directives  which 
our  present  Durable  Power  of  Attorney  Law  does 
not  recognize  — thus  reassuring  many  of  our  elderly 
who  have  ’ living  wills". 

2.  Corrects  a major  flaw  in  our  present  Durable 
Power  of  Attorney  Law  that  puts  a limitation  on  the 
surrogate’s  ability  to  make  a decision  relating  to 
artificial  nourishment  and  hydration. 

3.  Gives  specific  guidance  to  attorneys,  physicians 
and  the  laity  attempting  to  interpret  the  present 
Durable  Power  of  Attorney  Law.  Many  of  the 
documents  drawn  by  attorneys  arc  too  general  and 
just  plain  inadequate. 

4.  Eases  the  task  of  admission  personnel  of  hospitals 
and  nursing  homes  when  implementing  OBRA  - 
1990  legislation  concerning  advance  directives 
(starting  December  1,  1991). 

5.  Stimulates  the  populace  through  legislative  action, 
to  formulate  advance  directives,  long  before  a 
medical  crisis  occurs. 

Two  challenges  remain!  First,  we  must  encourage  the 
average  citizen  to  obtain  an  advance  directive.  This  is 
best  handled  through  an  attorney  who  can  incorporate 
in  a single  document  the  concepts  of  a durable  power 
of  attorney  for  general  affairs  (including  health  care)  as 
well  as  specific  living  will  concepts.  Hopefully,  the 
combined  State  Medical-Legal  Committee  can  design 
an  appropriate  prototype  form  that  incorporates  the 
jbasic  ingredients  of  both  state  laws  for  the  attorney’s 
jguidancc. 

I If  the  patient  or  resident  refuses  to  follow  that  advice 
'(perhaps  he  doesn’t  want  to  spend  the  money!),  then 
hand  him  a "Concern  for  Dying"  living  will  form  which 
includes  a designation  for  a durable  power  of  attorney. 
i|Of  course,  it  won’t  be  a perfect  solution,  but  "something" 
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is  better  than  "nothing"!  And  a Chevrolet  compared  to 
a Cadillac  may  be  more  than  adequate. 

And  the  second  challenge?  How  can  we  assure  that 
a patient’s  wishes  as  expressed  in  advance  directives  are 
appropriately  implemented  — by  paramedics,  emergen- 
cy room  personnel,  intensive  care  physicians,  etc? 
Maybe  that’s  a subject  to  be  addressed  in  a future 
correspondence.  # 


Patient  Self  Determination  Act 

Jerome  W.  Freeman,  MD 
Editor 

Ellen  L.  Schellinger 
Coordinator,  Sioux  Valley  Hospital 
Center  for  Biomedical  Ethics 

On  December  1,  1991  the  so-called  "Patient  Self 
Determination  Act"  will  go  into  effect.  This 
program  was  authorized  by  the  Omnibus  Budget 
Reconciliation  Act  of  1990.  This  policy  will  have  major 
implications  for  patients,  physicians  and  health  care 
institutions.  The  act  targets  patients  being  admitted  to 
a variety  of  health  care  facilities  including  hospitals, 
skilled  nursing  homes,  and  home  care/hospice 
programs.  The  act  has  two  major  requirements.  First 
of  all  it  mandates  that  all  patients  being  admitted  to 
qualifying  institutions  must  be  provided  information 
about  their  right  to  make  their  own  health  care 
decisions,  including  the  ability  to  accept  or  refuse  any 
proposed  treatment  or  diagnostic  intervention. 
Secondly,  patients  are  to  be  afforded  written  informa- 
tion about  their  right  to  formulate  advanced  directives 
for  health  care. 

Although  the  "Patient  Self  Determination  Act" 
specifically  targets  the  institutions  as  being  responsible 
for  ensuring  that  each  patient  is  adequately  informed, 
physicians  should  not  use  this  as  an  excuse  to  relinquish 
responsibility  for  this  important  communication.  It  is 
generally  agreed  that  this  discussion  of  advance  direc- 
tives occurs  most  appropriately  in  the  physicians  office, 
usually  during  routine  visit  when  the  patient  is  well  and 
not  feeling  exceptionally  vulnerable  or  pressured  be- 
cause of  illness  or  impending  surgery. 

The  impact  of  this  law  on  institutions  will  be  very 
significant.  Physicians  should  work  closely  with  their 
respective  health  care  facilities  to  design  policies  that 
are  generally  sensible  and  effective,  while  also  respon- 
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sivc  to  individual  patient’s  needs  and  coneerns.  Thus 
far  no  specific  directives  have  been  issued  describing 
precisely  how  hospitals  are  to  meet  the  requirements. 
In  addition  to  requiring  that  written  information  be 
provided  upon  admission,  the  law  also  instructs  health 
care  facilities  to  undertake  staff  and  community  educa- 
tion programs  highlighting  advance  directive  planning. 

The  content  of  the  information  provided  about  ad- 
vance directives  will  vary  depending  on  individual  state 
laws  regarding  directives.  In  South  Dakota  two  types  of 
advanced  directives  have  been  recognized  by  law  - the 
durable  power  of  attorney  for  health  care  (enacted  1, 
July,  1990),  and  the  living  will  (enacted  1,  July,  1991). 
These  two  instruments  differ  in  some  important 
respects.  A living  will  is  designed  to  take  effect  if  the 
patient  has  an  incurable  illness/tcrminal  condition,  or  is 
in  a state  of  permanent  unconsciousness  that  will  last 
indefinitely  without  significant  improvement.  On  the 


DISTINGUISHED  SERVICE  AWARD 
Started  in  1951. . .T.  F.  Riggs,  MD,  Pierre  (deceased) 

1952  . . . H.  Russell  Brown,  MD,  Watertown  (deceased) 

1953  . . . Guy  VanDemark,  MD,  Sioux  Falls  (deceased) 

1954  ...  J.  C.  Ohimacher,  MD,  Vermillion  (deceased) 

1955  ...  R.  G.  Mayer,  MD,  Aberdeen  (deceased) 

1956  ...  J.  C.  Ohimacher,  MD,  Vermillion  (deceased) 

1957  ...  W.  E.  Donahoe,  MD,  Sioux  Falls  (deceased) 

1958  . . . Drs.  J.  C.  Hagin  (deceased),  M.  W.  Pangburn 

(deceased),  and  James  DeGeest,  Miller 

1958  . . . J.  F.  Brenckle,  MD,  Superior,  WI  (deceased) 

1958  . . . Mrs.  Agnes  Holdridge,  Madison 

1959  . . . Walter  L.  Hard,  PhD,  Vermillion 

1959  . . . Rev.  and  Mrs.  Robert  O.  Bates,  Sturgis 

1959  ...  R.  M.  Kilgard,  MD,  Watertown  (deceased) 

1960  ...  L.  J.  Pankow,  MD,  Sioux  Falls  (deceased) 

1961  . . . Gregg  M.  Evans,  PhD,  Custer 

1962  . . . Edward  Shaw,  PhD,  Vermillion  (deceased) 

1963  . . . Arthur  A.  Lampert,  MD,  Rapid  City 

1964  . . . John  C.  Foster,  Phoenix,  AZ 

1965  ...  A.  P.  Reding,  MD,  Marion 

1966  . . . Mrs.  C.  Rodney  Stoltz,  Watertown 

1967  . . . Mrs.  William  Fish,  Watertown 

1968  ...  G.  J.  Bloemendaal,  MD,  Ipswich  (deceased) 

1969  ...  F.  W.  Haas,  MD,  Yankton  (deceased) 

1970  . . . Paul  Bunker,  MD,  Aberdeen  (deceased) 

1971  ...  E.  T.  Lietzke,  MD  Beresford  (deceased) 

1972  ...  C.  B.  MeVay,  MD,  Yankton  (deceased) 

1973  ...  G.  E.  Tracy,  MD,  Watertown 

1974  ...  J.  A.  Muggly,  MD,  Madison  (deceased) 

1975  . . . Harvey  Wollman,  Hitchcock 

1976  ...  R.  H.  Quinn,  MD,  Sioux  Falls 

1977  ...  E.  H.  Heinrichs,  MD,  Vermillion 

1978  . . . John  Olson,  Sioux  Falls, 

and  Evans  Nord,  Sioux  Falls 

1979  . . . Helen  Jane  Hare,  MD,  Rapid  City 

1980  . . . Warren  Jones,  MD,  Sioux  Falls 


Other  hand,  a durable  power  of  attorney  designates  an 
individual  to  make  health  care  decisions  for  a patient 
any  time  the  patient  is  incapacitated.  Again,  it  is  the 
intent  of  the  law  that  patients  be  provided  a written 
explanation  of  these  two  options. 

In  the  months  to  come  it  will  be  interesting  to  see  how 
health  care  institutions  meet  the  spirit  and  the  letter  of 
these  new  regulations.  To  the  extent  that  it  promotes 
better  advance  planning  for  patients  and  families,  this 
program  should  prove  beneficial.  Clearly  this  type  of 
mandated  program  is  going  to  necessitate  considerable 
bureaucratic/administrative  work  on  the  part  of  institu- 
tions and  health  care  providers.  In  view  of  the 
December  1st  deadline  for  implementation  of  this  pro- 
gram, it  is  certainly  going  to  be  critical  for  hospitals  and 
other  health  care  facilities  to  begin  detailed  planning 
now  to  expedite  the  implementation  of  policies  to  com- 
ply with  this  new  mandate.  # 


1981  . . . Saul  Friefeld,  MD,  Brookings 

1982  . . . G.  Robert  Bartron,  MD,  Watertown 

1983  . . . Oscar  J.  Mabee,  MD,  Mitchell 

1984  . . . Karl  Wegner,  MD,  Sioux  Falls 

1985  . . . William  R.  Taylor,  MD,  Aberdeen 

1986  ...  R.  E.  VanDemark,  Sr,  MD,  Sioux  Falls 

1987  . . . Bruce  C.  Lushbough,  MD,  Brookings 

1988  . . . John  J.  Stransky,  MD,  Watertown 

1989  . . . John  Barlow,  MD,  Rapid  City 

1990  . . . Durward  Lang,  MD,  Sioux  Falls  (deceased) 

1991  . . . Russell  H.  Harris,  MD,  Sioux  Falls 

COMMUNTIT  SERVICE  AWARD 

1961  ...  R.  A.  Buchanan,  MD,  Huron  (decea.sed) 

1962  . . . Roland  F.  Hubner,  MD,  Yankton  (deceased) 

1963  . . . George  W.  Mills,  MD,  Wall  (deceased) 

1964  . . . John  C.  Hagin,  MD,  Miller  (deceased) 

1965  . . . Alonzo  P.  Peeke,  MD,  Volga 

1966  . . . Hugo  C.  Andre,  MD,  Vermillion  (deceased) 

1967  . . . G.  Robert  Bartron,  MD,  Watertown 

1968  ...  M.  M.  Morrissey,  MD,  Pierre  (deceased) 

1969  ...  N.  J.  Sundet,  MD,  Kadoka  (deceased) 

1970  ...  W.  H.  Saxton,  MD,  Huron  (deceased) 

1971  ...  R.  E.  VanDemark,  Sr,  MD,  Sioux  Falls 

1972  R.  H.  Hayes,  MD,  Wall 

1973  B.  F.  King,  MD,  Aberdeen  (deceased) 

1974  M.  C.  Tank,  MD,  Brookings  (deceased) 

1975  Karl  Wegner,  MD,  Sioux  Falls 

1976  . . . John  T.  Elston,  MD,  Rapid  City 

1977  W.  F.  Stanage,  MD,  Yankton 

1978  C.  S.  Roberts,  Jr,  MD,  Brookings 

1979  C.  J.  McDonald,  MD,  Sioux  Falls  (deceased) 

1980  E.  A.  Johnson,  MD,  Milbank 

1981  J.  A.  Muggly,  MD,  Madi.son  (deceased) 

1982  Robert  R.  Giebink,  MD,  Sioux  Falls 

1983  Theodore  H.  Sattler,  MD,  Yankton 
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1984  . . . .Paul  Hohm,  Ml),  Huron 

1985  . . . .(Jeorjje  Mangulis,  MI),  Philip 

1986  . . . .Richard  Friess,  Ml),  Sioux  Falls 

1987  . . . .Melford  B.  Lyso,  MD,  Yankton 

1988  . . . .Brooks  Kanney,  MD,  Yankton 

1989  . . . .William  R.  Taylor,  MI),  Aberdeen 

1990  . . . .Reuben  Bareis,  MD,  Rapid  City 

1991  . . . .().  Myron  Jerde,  MD,  Fort  Meade 

AESCULAPIUS  AWARD 
1966  . . . .Paul  R.  Leon,  MD 

Walter  Miller,  MD,  Aberdeen 

1968  H.  Phil  Gross,  MD,  CA 

FinT  YEAR  CLUB  MEMBERS 

C.  V.  Auld,  MD,  Plankinton  (deceased) 

Harold  Adams,  MD,  Huron 
Thomas  Billion,  MD,  Sioux  Falls 

G.  J.  Bloemendaal,  MD,  Ipswich  (deceased) 
Henry  Borgmeyer,  MD,  Rapid  City 
W.  C.  Brinkman,  MD,  Sisseton  (deceased) 

R.  A.  Buchanan,  MD,  Huron  (deceased) 

John  L.  Calene,  MD,  CA  (deceased) 

Myrtle  Carney,  MD,  TX  (deceased) 

Bernard  S.  Clark,  MD,  Spearfish 

J.  C.  Clark,  MD,  Sioux  Falls  (deceased) 

L.  Class,  MD,  Huron  (deceased) 

M.  E.  Cogswell,  MD,  Wolsey  (deceased) 

E.  H.  Collins,  MD,  Gettysburg 
J.  Cook,  MD,  Bonesteel  (deceased) 

G.  I.  W.  Cottam,  MD,  Sioux  Falls  (deceased) 
Harold  L.  Crane,  MD,  CT  (deceased) 

S.  A.  Donahoe,  MD,  Sioux  Falls  (deceased) 

W.  E.  Donahoe,  MD,  Sioux  Falls  (deceased) 

J.  A.  Eckrich,  Sr,  MD,  Aberdeen  (deceased) 

V.  W.  Embree,  MD,  Pierre  (deceased) 

W.  D.  Farrell,  MD,  Aberdeen  (deceased) 

R.  B.  Fleeger,  MD,  Lead  (deceased) 

R.  R.  Fisk,  MD,  Flandreau  (deceased) 

R.  W.  Freyberg,  MD,  Mitchell  (deceased) 

E.  E.  Gtige,  MD,  Sioux  Falls  (deceased) 

D.  A.  Gregory,  MD,  MT  (deceased) 

E.  H.  Grove,  MD,  Arlington  (deceased) 

J.  C.  Hagin,  MD,  Miller  (deceased) 

Lyle  Hare,  MD,  Spearfish  (deceased) 

John  F.  Hill,  MD,  Yankton  (deceased) 

Emil  Hofer,  MD,  Huron 

J.  A.  Hohf,  MD,  Yankton  (deceased) 

F.  S.  Howe,  MD,  Deadwood  (deceased) 

A.  H.  Hovne,  MD,  Salem  (deceased) 

Roland  Hubner,  MD,  Yankton  (deceased) 

A.  S.  Jackson,  MD,  Rapid  City  (deceased) 

R.  J.  Jackson,  MD,  Hot  Springs  (deceased) 

J.  A.  Jacotel,  MD,  Milbank  (deceased) 

G.  T.  Jordan,  MD,  Vermillion  (deceased) 

F.  F.  Keene,  MD,  Wessington  Springs  (deceased) 
Arthur  A.  Lampert,  Sr,  MD,  Rapid  City 

Ray  Lemley,  MD,  Rapid  City  (deceased) 

Bernard  Lenz,  MD,  Huron  (deceased) 

J.  H.  Lloyd,  MD,  Mitchell  (deceased) 

O.  J.  Mabee,  MD,  Mitchell 
Lawrence  L.  Massa,  DO,  Sturgis 


P.  V.  McCarthy,  MD,  Aberdeen  (deceased) 

Murlin  Merryman,  MD,  Rapid  City 

G.  W.  Mills,  MD,  Wall  (deceased) 

B.  C.  Murdy,  MD,  Aberdeen  (deceased) 

T.  F.  OToole,  MD,  Rapid  City  (deceased) 

Gordon  S.  Owen,  MD,  Rapid  City 

N.  T.  Owen,  MD,  Rapid  City  (deceased) 

L.  L.  Parke,  MD,  Canton  (deceased) 

C.  C.  Pascale,  DO,  Centerville 
A.  P.  Peeke,  MD,  Volga 

M.  O.  Pemberton,  MD,  Deadwood  (deceased) 

R.  J.  Quinn,  MD,  Sioux  Falls  (deceased) 

F.  J.  Raduscb,  MD,  CA  (deceased) 

T.  B.  Ranney,  MD,  Aberdeen  (deceased) 

Arthur  P.  Reding,  MD,  Marion 
T.  F.  Riggs,  MD,  Pierre  (deceased) 

Maurice  Rousseau,  MD,  Watertown  (deceased) 

I.  R.  Salladay,  MD,  FT.  Meade  (deceased) 

W.  H.  Saxton,  MD,  Huron  (deceased) 

H.  L.  Saylor,  MD,  Huron  (deceased) 

C.  S.  Schad,  DO,  Rapid  City 

C.  E.  Sherwood,  MD,  Brookings  (deceased) 

Arthur  W.  Spiry,  MD,  Mobridge  (deceased) 

Myron  Tank,  MD,  Brookings  (deceased) 

F.  J.  Tobin,  MD,  Mitchell  (deceased) 

Leonard  W.  Tobin,  MD,  Mitchell  (deceased) 

J.  S.  Tschetter,  MD,  Huron  (deceased) 

Paul  Tschetter,  MD,  Huron 

F.  W.  Valkenaar,  MD,  Chancellor  (deceased) 

G.  E.  VanDemark,  MD,  Sioux  Falls  (deceased) 

Cleo  L.  Vogele,  MD,  Aberdeen 

H.  P.  Volin,  MD,  Lennox  (deceased) 

C.  H.  Weishaar,  MD,  Aberdeen  (deceased) 

J.  R.  Westaby,  MD,  Madison  (deceased) 

G.  E.  Zimmerman,  MD,  MT  (deceased) 

C.  B.  ALFORD  AWARD 

1974  . . . Roscoe  Dean,  MD,  Wessington  Springs 

1975  . . . Gerald  Tracy,  MD,  Watertown 

1976  . . . Robert  Westaby,  MD,  Hot  Springs 

1977  . . . Robert  VanDemark,  Sr,  MD,  Sioux  Falls 

1978  . . . Howard  Saylor,  Jr,  MD,  Huron 

1979  J.  D.  Bailey,  MD,  Rapid  City 

1980  . . . John  T.  Elston,  MD,  Rapid  City 

1981  . . . T.  H.  Sattler,  MD,  Yankton 

1982  . . . Bedford  T.  Otey,  MD,  Flandreau 

1983  . . . Robert  H.  Quinn,  MD,  Sioux  Falls 

1984  . . . Granville  Steele,  MD,  Aberdeen 

1985  . . . Robert  Hayes,  MD,  Wall 

1986  . . . .Leonard  Linde,  MD,  Mobridge 

1987  . . . .Richard  Sample,  MD,  Madison 

1988  . . . .Willis  Stanage,  MD,  Yankton 

1989  . . . .Reuben  Bareis,  MD,  Rapid  City 

1990  . . . .Rodney  Parry,  MD,  Sioux  Falls 

SPECIAL  PRESIDENTIAL  AWARD 
1979  . . . .G.  Robert  Bartron,  MD,  Watertown 
1983  . . . .Gerald  E.  Tracy,  MD,  Watertown 
1986  . . . .Russell  H.  Harris,  MD,  Rapid  City 

1991  . . . .Robert  E.  VanDemark,  Sr,  MD,  Sioux  Falls 
1991  . . . .Dennis  L.  Johnson,  MD,  Sioux  Palls 

1991  . . . .Parry  S.  Nelson,  MD,  Watertown 
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South  Dakota  State  Medical  Association  Roster--1991 

Membership  by  Districts 


Pres,  Roy  G.  Burt,  MD 


Altman,  Stanley  B Aberdeen 

Andersen,  Calvin Aberdeen 

Anderson,  Esther  E Aberdeen 

Bacbmayer,  Jay  D Aberdeen 

Bartholomew,  Ken Faulkton 

Berry,  Scott  H Aberdeen 

Bormes,  William  A Aberdeen 

Broadhurst,  Kennon  E Aberdeen 

Bunker,  Thomas  G Aberdeen 

Carter,  Peter  B Aberdeen 

Chang,  Joe  P Aberdeen 

Chavier,  Juan  R Aberdeen 

♦Christopher,  John Aberdeen 

D’Souza,  Edward  P Aberdeen 

Eckrich,  Jerome  A.,  Jr Aberdeen 

Ellerbusch,  David  A Aberdeen 

♦Fahrenwald,  Myron  E Conde 

Falk,  Alex Aberdeen 

Fritz,  John  R Aberdeen 

Gerber,  Bernard  C Aberdeen 

C.erber,  Jean  L Aberdeen 

Giridhar,  Sanjeevi Aberdeen 

Harlow,  Mark  C Aberdeen 

Hart,  Har>ey  J Aberdeen 


Pres,  Catherine  Gerrish,  MD 


Adajar,  A Clear  Lake 

♦Allen,  Stanley  W.,  Jr Watertown 

♦Argabrite,  John  W Watertown 

Bartron,  G.  Robert Watertown 

♦Bartron,  Harry  J.,  Jr Watertown 

Carter,  Roger  L Watertown 

♦Clark,  Carroll  J Watertown 

Crank,  Robert Watertown 

Cruz,  David Estelline 

Desai,  Bhasker  J Watertown 

♦Eedt,  Donald  N Watertown 

Feeney,  Steven Watertown 

Gehring,  Stephen Watertown 

(Jerrish,  Catherine Watertown 

Gerrish,  Edwin Watertown 

Gesink,  Melvin Watertown 


Pres,  Richard  Sample,  MD 


Beecher,  Mary Madison 

Bruning,  Gary  L Flandreau 

♦Eriefeld,  Saul MN 

Hassan,  Adel  A.  F Madison 


ABERDEEN 
DISTRICT  No.  1 

Vice  Pres,  John  Fritz,  MD 


Heinemann,  Phyllis  E Aberdeen 

Heisinger,  Randolph  W Aberdeen 

Holkesvick,  Reid  E Aberdeen 

Hovland,  James  I Aberdeen 

Huber,  Joel  B Redfield 

Janusz,  Albin  J Aberdeen 

Keppen,  Bruce Aberdeen 

Kom,  Carlton  J Aberdeen 

Kosse,  Karl  H Aberdeen 

♦Leon,  Paul  R Aberdeen 

Luzier,  Thomas  L Aberdeen 

MacDougall,  James Aberdeen 

McFee,  John Bowdle 

♦McGee,  Robert  C Aberdeen 

♦McIntosh,  George  F Eureka 

McKichan,  John  M Aberdeen 

Mendoza,  Enrique  F Aberdeen 

Mogen,  Mark  P Aberdeen 

Odiand,  Winston  B Aberdeen 

Ostrowski,  Susan  M Eureka 

♦Patterson,  David  M Redfield 

Purintun,  Scott Britton 

Ramig,  Susan  W Aberdeen 

Redmond,  Warren  J Aberdeen 


WATERTOWN 
DISTRICT  No.  2 

Vice  Pres,  Calvin  Roseth,  MD 


Hanson,  Bernie  H.  P Watertown 

Horning,  James Watertown 

Hughes,  Howard  D Clear  Lake 

♦Huppler,  E.  G MN 

Jones,  James Watertown 

Lamb,  Marlin Watertown 

Larson,  James  C Watertown 

Larson,  Paul Watertown 

Likness,  Clark  W Watertown 

♦Meyer,  Robert  J Watertown 

Monfore,  James Miller 

♦Nelson,  Parry  S Watertown 

Nipe,  Hollis Watertown 

Ostby,  Jason Watertown 

Peshek,  Ramona Watertown 

Peterson,  Kenneth Watertown 


MADISON-BROOKINGS 
DISTRICT  No.  3 

Vice  Pres,  John  Ramsey,  MD 


Heilman,  Bernard  F Madison 

♦Henry,  Robert  B Brookings 

Hieb,  Richard Brookings 

Holm,  Richard  P Brookings 


Sec/Treas,  Roger  Werth,  MD 


Retterath,  Patrick j^berdeen 

♦Rodine,  John  C jVberdeen 

♦Sanders,  Mary  E Redfield 

♦Scheffel,  Alvin  R Redfield 

Seaman,  David Aberdeen 

Seljeskog,  Edward  L MN 

Shinghal,  Kumud Aberdeen 

Skelly,  Milton  E IL 

Steele,  Granville  H Aberdeen 

Suurmeyer,  Robert  D Aberdeen 

♦Sweeny,  William  T OR 

Tan,  Raymundo  T Aberdeen 

♦Taylor,  William  R Aberdeen 

VanDeWalle,  Kathleen Aberdeen 

Vick,  Martin Aberdeen 

Vidoloff,  John Aberdeen 

♦Vogele,  Alvin Glenham 

♦Vogele,  Cleo  L Aberdeen 

Wachs,  David  M Aberdeen 

Welge,  Barry  G Aberdeen 

Werth,  Roger  W Aberdeen 

Wischmeier,  Curt  A Aberdeen 

♦Zvejnieks,  Karlis EL 


Sec,  Gerald  E.  Tracy,  MD 


Peterson,  Linda  H Watertown 

Rittmann,  John  E Watertown 

Rogotzke,  Kenneth Watertown 

Roseth,  Calvin Watertown 

Seeman,  Terry Watertown 

Shives,  Aaron Watertown 

Snyder,  Wayne Watertown 

Steska,  Stephen Watertown 

Stransky,  John  J Watertown 

Suga,  Robert Watertown 

Thompson,  M.  George Watertown 

Thompson,  Marion  C Watertown 

Timmerman,  Gary Watertown 

Tracy,  Gerald  E Watertown 

Wilde,  Kim Watertown 

Wrage,  Theodore  J.,  Jr Watertown 


Sec/Treas,  Gary  Bruning,  DO 


Jacobs,  Tad  B Flandreau 

Kitowski,  Theodore Brookings 

♦Lampert,  Arthur  A.,  Jr Rapid  City 

Lushbough,  Bruce  C Brookings 
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‘McHardy,  Bryson  R Aurora 

•Otey,  Bedford  T Flandreau 

•Patt,  Walter AR 

♦Peeke,  Alonzo  P Volga 

♦Peik,  Donald  J KL 

Ramsay,  John  D BnM)kings 

♦Reagan,  James  Garretson 


Rietz,  Rol)ert  R BnmkJngs 

Roberts,  Charles  S.,  Jr Br(M>kings 

Sample,  Richard  G Madison 

Saxena,  Satish  C Br(M)kings 

♦Scheller,  Donald  L Arlington 

Shaskey,  Robert  E Brookings 

Tesch,  Ronold  R Brookings 


Turner,  Gerald  Madison 

Venugopal,  Muthugounder.. .Brookings 

Wait,  Curtis  H Brookings 

Wake,  Richard  A Brookings 

Warren,  Merritt  G Brookings 

Wetzbarger,  Wayne Madison 


PIERRE 
DISTRICT  No.  4 


Pres,  Noel  Chicoine,  Ml) 


♦Askwig,  Leroy  C AZ 

Chicoine,  Noel  D Pierre 

♦Collins,  E.  Howard Gettysburg 

Cosand,  Marion  R Pierre 

Herrin,  Gerald  R Pierre 

Hoffsten,  Phillip  E Pierre 

Huber,  Thomas  J Pierre 


Pres,  Hiroo  Kapur,  MD 


♦Adams,  Harold  P Huron 

Anderson,  James  A Huron 

Bell,  G.  Robert DeSmet 

Belyea,  Mark Huron 

Buchholz,  Carole Huron 

Buchholz,  Curtis Huron 

Cavanaugh,  Dennis  J Huron 

Coyle,  Michael Wessington  Springs 

Craig,  James Huron 


♦Dean,  Roscoe Wessington  Springs 

Dean,  Thomas Wessington  Springs 


Pres,  Dileep  Bhat,  MD 


Anderson,  Ronald  D Mitchell 

Baas,  Walter  P Mitchell 

Bentz,  Jerome  W Platte 

Berry,  JackT Mitchell 

Berry,  Spencer Mitchell 

Bhat,  Dileep  S Mitchell 

Bieberly,  Frank  G.,  Jr Chamberlain 

Birkenkamp,  Ray  T Mitchell 

Bolliger,  Eugene Chamberlain 

Brown,  Russell Mitchell 

Buhler,  Carey Mitchell 

Christensen,  Martin  J Mitchell 

Crandell,  Michael  P Kennebec 

Crowder,  .Jay Mitchell 

♦Delaney,  Robert  J Mitchell 

♦Delaney,  William  A.,  Jr  Mitchell 

Dilger,  Joseph  T Mitchell 

Gaede,  James  E Mitchell 


Vice  Pres,  Brent  Lindhioom,  DO 


Jahraus,  R.  Curtis Pierre 

Lindbloom,  Brent Pierre 

Lindbloom,  Buron  O Pierre 

Linn,  Bernard Pierre 

Owens,  Raymond Pierre 

Park,  Dai  H Pierre 

Spears,  Barbara  K Pierre 


HURON 
DISTRICT  No.  5 

Vice  Pres,  Mark  Belyea,  MD 


♦DeGeest,  James  H Miller 

Engelmann,  Gary Miller 

Gale,  Scott  A.,  Jr Huron 

Gryte,  Clifford  E Huron 

Hanson,  Jeffrey Huron 

Hanson,  William  O Huron 

♦Hofer,  Emil  A Huron 

Hohm,  Paul  H Huron 

Hohm,  Robert  C Huron 

♦Hohm,  Theodore  A Huron 

♦Huet,  William  G.  M Huron 


MITCHELL 
DISTRICT  No.  6 

Vice  Pres,  Lucio  Margallo,  MD 


Gere,  Richard  G Mitchell 

Gillis,  Floyd  D.,  Jr  Mitchell 

Grant,  James Mitchell 

Haley,  Michael  D Mitchell 

Heidorn,  Richard Armour 

Hockett,  Richard  D Mitchell 

Holland,  Lambert  W Chamberlain 

Honke,  Richard  W.,  II  Parkston 

Howe,  Jerome  K Mitchell 

Jones,  D.  Brynley Platte 

Jones,  John  B Chamberlain 

♦Judge,  John  O WA 

Kundel,  David Mitchell 

Lorenzen,  Kim Mitchell 

Luebke,  Marlys Corsica 

Mabee,  Judson  O Mitchell 

♦Mabee,  Oscar  J Mitchell 

Malters,  David  T Mitchell 


Sec,  Thomas  Huber,  MD 


Stout,  Stephen  Y Pierre 

♦Swanson,  Charles  L Pierre 

Tieszen,  Arden  J Pierre 

VanGerpen,  Sandra Pierre 

Werpy,  Mark  C Pierre 

♦Werthmann,  Hubert  E Pierre 

Zakahi,  Raymond  J Pierre 


Sec/Treas,  James  Craig,  MD 


Kapur,  Hiroo  R Huron 

Kapur,  Ravi Huron 

Karlen,  Louis  W DeSmet 

Kurch,  Julie  Ann Huron 

♦Lardinois,  Clifford  C.,  Sr Huron 

Nicholas,  George  A Huron 

Saylor,  Howard  L.,  Jr Huron 

Schroeder,  Stephan  D Miller 

Smith,  Richard  N Huron 

Wimmer,  Kathy Miller 

Wycoff,  Sonja  B Huron 


Sec,  Patricia  Malters,  MD 


Malters,  Patricia  B Mitchell 

Margallo,  Lucio  N.,  II Mitchell 

McWhirter,  Robert  E Mitchell 

Monson,  Charles  D Parkston 

♦Mueller,  Eric  H Tripp 

Olegario,  Filemon  E.,  Jr Mitchell 

♦Porter,  Maynard Parkston 

Ramos,  Manuel  D Scotland 

Rasmussen,  Paul Mitchell 

♦Schabauer,  Ernest Mitchell 

♦Skogmo,  Bernhoff  R Mitchell 

Sorrels,  William  F’ Mitchell 

Tjarks,  Brian Mitchell 

VanErt,  Gary  P Chamberlain 

Visani,  Sandro Mitchell 

♦Vose,  James  L Mitchell 

Weatherill,  Donald  W Mitchell 
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SIOUX  FALLS 
DISTRICT  No.  7 


Pres,  Robert  Raszkowski,  MI) 


Aamiid,  Brian Sioux  Falls 

Aasen,  Michael Sioux  Palls 

Abu-Ghazaleh,  Samir  Z.  ..Sioux  P'alls 

Allen,  Raymond Sioux  Palls 

Alvine,  Frank  G Sioux  Palls 

Amundson,  Loren  H Sioux  P'alls 

Anderson,  Courtney,  W. ...Sioux  Falls 

Anderson,  Edward  P" Sioux  P’alls 

Anderson,  Keith  A Sioux  Falls 

*Angelos,  Theodore  A NE 

*Arneson,  Wallace  A Sioux  Palls 

Asfora,  Wilson Sioux  Ealls 

Aspaas,  Paul  K.,  Jr Sioux  Falls 

*Aspaas,  Paul  K.,  Sr Dell  Rapids 

Assam,  Susan Sioux  Palls 

Atchison,  Scott Sioux  P'alls 

Augspurger,  Ken  D Sioux  P'alls 

Bahnson,  Berne  B Sioux  P’alls 

Bakdoud,  Zuhair Sioux  P'alls 

Barker,  John  D Sioux  P'alls 

♦Barnett,  George  L Sioux  P’alls 

Barth,  Richard Sioux  P'alls 

Bauer,  Barry  C Sioux  P'alls 

Bean,  David Sioux  P'alls 

Belatti,  Richard  G Sioux  P’alls 

Bell,  Douglas Sioux  P'alls 

Benson,  Gail  M Sioux  P’alls 

Benson,  Margaret Sioux  P’alls 

Bess,  Michael  A Sioux  P'alls 

Bhatara,  Vinod Sioux  P'alls 

Billion,  John  J Sioux  Falls 

Billion,  Stephen  P Sioux  P'alls 

♦Billion,  Thomas  J.,  Jr  ....Sioux  Falls 

Bishop,  Donald Sioux  P’alls 

Blake,  Jerome Sioux  P'alls 

Blue,  Daniel Sioux  Falls 

Boade,  W.  Allan Sioux  P'alls 

Braithwaite,  Thomas  M.  ..Sioux  Falls 
Brandenburg,  Verdayne ...Sioux  P'alls 
Brechtelsbauer,  David  A.  .Sioux  Falls 

♦Breit,  Donald  H Sioux  P'alls 

Brewer,  Marshall  L Sioux  Falls 

Brown,  Delbert  L Sioux  P'alls 

Bruins,  George  S MI 

♦Brzica,  Stephen  M Sioux  P'alls 

Burdeny,  Derek Sioux  P'alls 

Burgers,  James  W Brandon 

Burke,  Michael Sioux  P'alls 

Burns,  Howard  W Sioux  P'alls 

♦Burns,  Kendall  R Sioux  P'alls 

Burrish,  Gene  P' Sioux  P'alls 

Cafferty,  Lee Sioux  Falls 

Carlson,  Walter  O Sioux  Falls 

Carpenter,  Paul  L Sioux  P'alls 


Vice  Pres,  John  Sail,  MD 
Treas,  Daniel  Blue,  MD 


Carrera,  Jose Sioux  Falls 

Carroll,  Nancy  L Sioux  P'alls 

Cass,  Joseph  R Sioux  P’alls 

Chalmers,  James  H Sioux  Palls 

Chandra,  Michael Sioux  Palls 

Cho,  Dong  S Sioux  Palls 

Cho,  Myung Sioux  P’alls 

♦Church,  Bill Sioux  P'alls 

Cink,  Paul Sioux  P'alls 

Cink,  Thomas  M CO 

Clark,  Edward  T Sioux  Ealls 

Coppock,  Diane Sioux  Falls 

Crump,  John Sioux  P'alls 

♦Cutshall,  Vincent  K AR 

Dahl,  Robert  K. Sioux  Falls 

Davis,  John Sioux  P'alls 

♦Daw,  Edward  F CO 

Day,  Richard  P Sioux  Falls 

DeClark,  Robert  P Sioux  P'alls 

DeHaan,  Douglas Sioux  P’alls 

Devick,  Margaret  R Canton 

♦Donahoe,  John  W Sioux  P'alls 

Doohen,  Mark Sioux  Falls 

Drymalski,  Walter  G Sioux  P'alls 

Dzintars,  Valdis  A Sioux  Falls 

Easton,  Jessie  K.  M Sioux  P'alls 

Eckhoff,  P.  James Sioux  P'alls 

Ecklund,  Scott  W Sioux  Falls 

Eidsness,  LuAnn Sioux  P'alls 

♦Eirinberg,  Isadore  D Sioux  P’alls 

Elkjer,  Neil  J Sioux  P'alls 

Elson,  David  L Sioux  P'alls 

English,  Gilbert  L Sioux  P'alls 

♦Ensberg,  Dorence  L Sioux  Palls 

Entwistle,  Erederick Sioux  Falls 

♦Epp,  Dennis  L P’reeman 

Erickson,  David  K Dell  Rapids 

Erickson,  Gregory Sioux  P’alls 

Erickson,  Kirsten Sioux  Palls 

Estes,  Thomas Sioux  P’alls 

P'amestad,  Gary Sioux  Palls 

♦P’arrell,  Harry  W Sioux  Falls 

P'arritor,  Michael  E Sioux  Palls 

Fenton,  Lawrence  J Sioux  P'alls 

P’errell,  Michael  R Sioux  Palls 

P'iegen,  Michael  M Sioux  Palls 

P'inney,  Lawrence  W Sioux  Falls 

♦Fisk,  Robert  G Flandreau 

P'lora,  George  C Sioux  P’alls 

P'oley,  Stephen  T Sioux  P'alls 

P'oss,  J.  Prank Sioux  P'alls 

P’razer,  Paul Sioux  Palls 

Free,  Thomas Sioux  P'alls 

Freeman,  Jerome  W Sioux  P’alls 


Sec,  Robert  VanDemark,  Jr,  MD 


P'riess,  Richard  W Sioux  Palls 

Frost,  Donald  M Sioux  Palls 

Fuller,  William  C Sioux  P'alls 

Geise,  Douglas Sioux  Falls 

George,  Robert  J Sioux  P’alls 

Giehink,  Robert  R Sioux  P'alls 

Graham,  Donald  B Sioux  Palls 

Gray,  John  R Sioux  P’alls 

Green,  Marc  A Sioux  Falls 

♦Greenfield,  Duane  L Sioux  Falls 

♦Gregg,  John  B Sioux  Falls 

Gregg,  Mark Sioux  Falls 

Griffin,  John.... Sioux  Falls 

Gross,  H.  Phil CA 

♦Grove,  M.  Stuart Sioux  Falls 

Gunnarson,  Richard  E.  ...Sioux  Ealls 

♦Gutch,  Charley  E Sioux  P'alls 

Gutnik,  Leonard  M Sioux  P'alls 

Gutnik,  Steve  H Sioux  P’alls 

Hagen,  Jeffrey  B Sioux  Falls 

Hall,  Barbara Sioux  Falls 

Halma,  Gary Sioux  Falls 

Hanna,  Marwin Sioux  P'alls 

Hardie,  Richard  D Sioux  Falls 

Harms,  Robert  W Sioux  P'alls 

Harris,  P'rederick  L Sioux  Falls 

Harris,  Mary  H Sioux  Falls 

Harris,  Russell Sioux  P'alls 

Hartmann,  Alfred  E Sioux  P’alls 

Hartzell,  Allan  J Sioux  P'alls 

Heiling,  PCaren Sioux  P'alls 

Heinemann,  Daniel  J Canton 

Held,  William  E Sioux  Falls 

Helgaas,  Steffen Bnxtkings 

Henrickson,  Lynn  A Sioux  Palls 

Henrickson,  Robert  G Sioux  P’alls 

♦Hermanson,  John  M Brandon 

Hill,  Laurie Sioux  P'alls 

Hotfman,  Wendell  W Sioux  Falls 

Hogue,  Michael  E Sioux  P'alls 

Hohm,  Byron  T Sioux  P'alls 

Horner,  William  J Sioux  Palls 

Hosen,  Richard  S Sioux  Palls 

Hoskins,  John  H Sioux  P'alls 

Hoversten,  David  L Sioux  P'alls 

Hoxtell,  Eugene  O Sioux  Falls 

Humphreys,  Donald  W.  ...Sioux  Palls 

Hurley,  Brian  T Sioux  P’alls 

Hurley,  Dominic Sioux  P'alls 

Hurley,  Timothy  E Sioux  P'alls 

Hussain,  Rifat Sioux  P’alls 

Hyland,  Lowell  J Sioux  P’alls 

Ingvoldstad,  James  P Sioux  P'alls 

Janis,  John  B Sioux  P'alls 
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Jaqua,  Richard  A Sioux  Falls 

Javurek,  Anthony  J Sioux  Falls 

Johnson,  Dennis  L Sioux  Falls 

Johnson,  Jorge  H Sioux  Falls 

Johnson,  R.  C Sioux  Falls 

Jones,  Warren  L Sioux  Falls 

Justice,  Michael  W Dell  Rapids 

Kalda,  Ellison  F.  II Sioux  Falls 

Kangley,  Daniel  J Sioux  Falls 

Kaufman,  Irvin  I Freeman 

Kavanaugh,  Kevin Sioux  Falls 

Kemp,  Earl  D Sioux  Falls 

Kennelly,  Daniel  J Sioux  Falls 

Keppen,  Laura Sioux  Falls 

Keppen,  Michael Sioux  Falls 

Kihne,  Michael Sioux  Falls 

*King,  Lyndon  M.,  Jr Sioux  Falls 

*KitteIson,  H.  Otis Sioux  Falls 

♦Knowles,  Roy  C Sioux  Falls 

Knudson,  Donald  H Sioux  Falls 

Knutson,  Dennis  D Sioux  Falls 

Koob,  K.  Gene Sioux  Falls 

Kostal,  Ann Sioux  Falls 

Kucera,  Todd Sioux  Falls 

Kuck,  Paul.. Sioux  Falls 

Kummer,  Mark Sioux  Falls 

Kunkel,  Shirley Sioux  Falls 

Kunkel,  Steve Sioux  Falls 

Kutayli,  Farid Sioux  Falls 

Lakstigala,  Peters  E Sioux  Falls 

Lang,  Terry  A Sioux  Falls 

Lankhorst,  Barry  J Sioux  Falls 

Laput,  Aleksandra  M Sioux  Falls 

Larsen,  David Sioux  Palls 

Larsen,  Laura  J.  R Sioux  F'alls 

Larson,  Leland  J Sioux  Palls 

Lee,  Si  Gaph  Custer 

Teicht,  Leslie Sioux  Palls 

Looby,  Thomas  L Sioux  Falls 

Lovrien,  Fred Sioux  Palls 

Mabee,  Lee  M Sioux  Falls 

MacRandall,  Daniel  G Sioux  Palls 

Madison,  Dean  L Sioux  Palls 

Magidson,  Melvin  A Sioux  Palls 

Magnuson,  Gregory  L Sioux  P’alls 

♦Maresh,  Everett  R Sioux  Palls 

Mark,  Curtis  L Viborg 

Masterson,  Thomas  E Sioux  Palls 

McClaflin,  Richard Sioux  Palls 

McGrann,  James  R Sioux  Palls 

McGreevy,  Patrick  S Sioux  P'alls 

McHale,  Michael Sioux  P'alls 

McKercher,  Scott  W Sioux  P'alls 

McMillin,  J.  Michael Sioux  P'alls 

Meyer,  Robert  D Sioux  P'alls 

Meyer,  Vaughn  H Sioux  P'alls 

Mikkelsen,  Beth Sioux  P'alls 

Moench,  Jerry  L Sioux  P'alls 

Mohler,  Charles  W Sioux  P'alls 

Moore,  Timothy Sioux  P'alls 

Morris,  Alan  D Sioux  Falls 

Munson,  David  P Sioux  Falls 

AUGUST  1991 


Murphy,  Karla Sioux  P'alls 

Murray,  JelTrey  A Sioux  P'alls 

Mutch,  Milton  (L,  Jr Sioux  P'alls 

Nagelhout,  David Sioux  P'alls 

Naughton,  (Jregory Sioux  P'alls 

Neidich,  Gary  A Sioux  P'alls 

Nelimark,  Robert  A Sioux  P'alls 

Nelson,  Earl  G Viborg 

Nelson,  Richard  A Sioux  P'alls 

Nelson,  Robert  E Sioux  P'alls 

Neustrom,  Mark Sioux  P'alls 

Nice,  Richard  P' Sioux  P'alls 

Nielsen,  James  L Dell  Rapids 

Nord,  Wesley  J Sioux  P'alls 

Nordstrom,  Donald  G Sioux  P'alls 

Nussbaum,  David Sioux  Falls 

Oakland,  James  A Sioux  P'alls 

O’Brien,  Charles  P Sioux  Falls 

O’Brien,  Peter  J Sioux  P’alls 

Ochsner,  John  A Sioux  P'alls 

Ofstein,  Lewis  C Sioux  P'alls 

Ohrt,  David  W Sioux  P’alls 

Olson,  Jennifer  J Sioux  P'alls 

Olson,  Michael  L Sioux  P'alls 

Olson,  Steven  P Sioux  P'alls 

♦Opheim,  Warren  L Sioux  P’alls 

Opheim,  Warren  O.  V Sioux  P’alls 

Oppenheimer,  Mark Sioux  P'alls 

Orr,  Russell  T Sioux  P’alls 

Ortmeier,  Denny  G Sioux  P'alls 

Owens,  Leycester,  Jr Sioux  P'alls 

Parry,  Rodney  R Sioux  P’alls 

♦Pasek,  Edward  A Sioux  P'alls 

Paul,  K-Lynn Sioux  P'alls 

Payne,  Harlan  A Sioux  P'alls 

Pederson,  Kim  A Sioux  P'alls 

Pekas,  Michael  W Sioux  P'alls 

♦Petereit,  Martin  P' Sioux  P'alls 

Peters,  Edward  H Sioux  P’alls 

Peters,  Patricia  A Sioux  Falls 

Peterson,  Karl  G Sioux  P'alls 

♦Petres,  Anthony Salem 

Pitt-Hart,  Barry  T Sioux  P'alls 

Plummer,  Richard  L Sioux  P'alls 

Putnam,  Wesley  D Sioux  Falls 

♦Quinn,  Robert Spearfish 

Rabenberg,  Rita Sioux  P'alls 

Randall,  Bradley  B Sioux  P'alls 

Raszkowski,  Robert  R Sioux  P’alls 

Rath,  G.  Daniel Sictux  P'alls 

Regier,  Eugene  R Canton 

Reinertsen,  Karen  J Sioux  P'alls 

Reynolds,  James  R Sioux  P’alls 

Richards,  George  A Sioux  P'alls 

Ries,  Dennis  D P'reeman 

Robbins,  John Sioux  P'alls 

Robey-Cafferty,  Susan Sioux  P'alls 

Robinson,  Michael  Sioux  P'alls 

Rodig,  Mark Sioux  P'alls 

Rodman,  Peter  K Sioux  P’alls 

Rolfsmeyer,  Eric  S Sioux  P'alls 

Rossing,  David  R Sioux  P’alls 


Rossing,  William  () Sioux  P’alls 

Rost,  Michael  C Sioux  P'alls 

Ryan,  James  E Sioux  P’alls 

Rydberg,  Mitchel  L Dell  Rapids 

Salem,  Anthony  G Sioux  P'alls 

Sail,  John  C Sioux  P'alls 

Salmela,  Steven  R Sioux  P'alls 

Sanchez,  Gonzalo  M Si(»ux  P'alls 

Sanderson,  Everett  W Sioux  P'alls 

Schafer,  Larry  W Sioux  P’alls 

SchellpfelTer,  Donald Sioux  P’alls 

Schroeder,  (ireg Sioux  P'alls 

Schultz,  (Jregory  A Sioux  P'alls 

Schultz,  Richard  D Sioux  P'alls 

Schultz,  Thomas  A Sioux  P’alls 

Seidel,  Robert  R Sioux  P'alls 

Shafer,  Charles Sioux  Falls 

Shields,  David Sioux  Falls 

Shreves,  Howard  B Sioux  Falls 

Simmons,  Jerry  L Sioux  P'alls 

Sittner,  Larry Sioux  P'alls 

Slattery,  Mary  T Sioux  P'alls 

Smith,  A.  Donald Sioux  P'alls 

♦Smith,  George  W Sioux  Falls 

Smith,  R.  Maclean Sioux  Falls 

Snortum,  Robert Sioux  P’alls 

Solberg,  Lloyd  E Sioux  Falls 

Soye,  Andrew  I Sioux  P'alls 

♦Stahmann,  P'red  S Sioux  P'alls 

Stassen,  Michael  D Sioux  P'alls 

SteidI,  Lester  J Sioux  Falls 

♦Steiner,  Peter  K CA 

Stensland,  Vernon  H Sioux  P’alls 

Stensrud,  Homer Sioux  P’alls 

♦Stern,  Charles  A CA 

Stevens,  Dennis  C Sioux  P'alls 

Stokka,  Cameron Sioux  P’alls 

Stoltz,  C.  Roger Sioux  P’alls 

Strawbridge,  Lawrence Sioux  P'alls 

Talley,  Robert  C Sioux  Falls 

Tam,  Guy  E Sioux  P’alls 

Teixeira,  Jose Sioux  P’alls 

Thomas,  David Sioux  P’alls 

Thomas,  Melvin Sioux  P'alls 

Thompson,  Vance Sioux  P'alls 

Tieszen,  Jerel  E Sioux  P'alls 

Tobin,  Michael  D Sioux  P’alls 

Travers,  Henry Sioux  P'alls 

Trujillo,  Angelina Sioux  P'alls 

Tschetter,  Loren  K Sioux  P'alls 

Tschetter,  Richard  T Sioux  P'alls 

liken,  Patsy  A Sioux  P'alls 

VanDemark,  Robert,  Jr.... Sioux  P'alls 
VanDemark,  Robert,  Sr.... Sioux  P'alls 

VanderWoude,  John Sioux  P'alls 

VanderWoude,  Larry  B.  ...Sioux  P'alls 

VanSloun,  Wm MN 

Vogt,  H.  Bruce Sioux  P’alls 

Volin,  Verlynne  V Sioux  P'alls 

Vonk,  Galen Sioux  P'alls 

Wagner,  Loyd  R Sioux  P’alls 

Waltner,  Lonnie  L Bridgewater 
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Walton,  Jerry  L Sioux  Falls 

Watson,  William  V Sioux  Falls 

Watt,  Bruce  Sioux  Falls 

'•'W'egner,  Karl  H Sioux  Falls 

Wellman,  Lawrence  R Sioux  Falls 

Welter,  Randal Sioux  Falls 

West,  David Sioux  Falls 


Pres,  Larry  Meyer,  MD 


Aanning,  Fiarald  L Yankton 

Adams,  Curtis  M Yankton 

*Brookman,  Bruce  T Wagner 

Bubak,  Gary  A Wagner 

Dendinger,  William  J Vermillion 

F’arver,  Max Yankton 

Ferrell,  Robert  T Yankton 

F'letcber,  FFarold  J Vermillion 

F'lom,  Jon  O Yankton 

Foley,  Robert  J Tyndall 

F rank,  John  J Yankton 

Gilmore,  FFoward  T Yankton 

Gunderson,  Dale  E Yankton 

FFalverson,  Kenneth Yankton 

FFansen,  Lori Yankton 

FJazard,  Lorraine Elk  Point 

*Fleinrichs,  Eberhard  FF Vermillion 

Field,  Gordon TN 

Flof,  Jem Yankton 

FFolzwarth,  David  R Yankton 

Hubner,  Jay  W Yankton 

Isburg,  Carroll  D Yankton 

Jameson,  G.  Malcolm Yankton 


Pres,  Robert  Goodhope,  MD 


Ahrlin,  Lee Rapid  City 

♦Ahrlin,  Hollis  L Rapid  City 

Akerson,  Robert  D Rapid  City 

Allen,  Bruce  H Rapid  City 

Allen,  Robert  G.,  Jr Rapid  City 

Andersen,  Victoria Hot  Springs 

♦Anderson,  A.  Byford Rapid  City 

Anderson,  Dale  R Rapid  City 

Anderson,  Wayne  J Deadwood 

Ashbaugh,  James  H Deadwood 

♦Bailey,  John  D Rapid  City 

Bailey,  Stephen  P Rapid  City 

Bareis,  Reuben  J Rapid  City 

Barlow,  John  F' Rapid  City 

Bauman,  Randell  E Rapid  City 

Bedingfield,  John  R.,  Jr Rapid  City 

♦Behrens,  Clayton  L Rapid  City 

Berg,  Sterling Hot  Springs 

Bergeron,  Dale  A Rapid  City 

Berkebile,  Dale  E Rapid  City 


White,  Thomas  C Sioux  F’alls 

Whittle,  Kevin  D Sioux  F'alls 

Wiebe,  R.  Herbert  Sioux  Falls 

Wierda,  Daryl  R Sioux  F'alls 

Williams,  Buck  J ...Sioux  F'alls 

Willman,  Brent Sioux  F'alls 

Wilson,  Thomas  M Sioux  F'alls 


YANKTON 
DISTRICT  No.  8 

Vice  Pres,  Max  Farver,  MD 


Jenny,  David Yankton 

Johnson,  Virginia  P Vermillion 

Kalda,  Ellison  F Platte 

Ivaplan,  Richard Yankton 

Kerr,  James Yankton 

King,  Patrick  H Yankton 

Liudahl,  Jeffrey Yankton 

♦Lyso,  Melford  B Yankton 

McVay,  Michael  R Yankton 

Messner,  F'rank  D Yankton 

Meyer,  Larry  A Yankton 

Nelsen,  Marcia Yankton 

Neubauer,  Jo  Marie Yankton 

Neumayr,  Robert  J Yankton 

Olson,  Thomas  H Vermillion 

Pesce,  Ulises Yankton 

Porter,  Richard  I Yankton 

Potas,  David  G Yankton 

♦Price,  Ronald  Armour 

Radack,  Morris  L Yankton 

Ranney,  Brooks Yankton 

Reaney,  Duane  B Yankton 

Reding,  Arthur  P Marion 


BLACK  HILLS 
DISTRICT  No.  9 


Vice  Pres,  Cynthia  Weaver,  MD 


Birch,  F'redric Rapid  City 

Bloemendaal,  Robert  D Rapid  City 

Bochna,  Gary  S Rapid  City 

Boddicker,  Marc  E Rapid  City 

♦Borgmeyer,  Henry'  J Rapid  City 

♦Boyce,  Raymond  A Rapid  City 

Boyer,  David  W Rapid  City 

Brady,  F'orrest  S Spearfish 

♦Branch  Robert  F Rapid  City 

♦Bray,  Robert  B Rapid  City 

Brown,  Michael  J Spearfish 

Burnap,  Donald  W Rapid  City 

Burnett,  Raymond  G Rapid  City 

Butz,  Gerald  W Rapid  City 

Calhoon,  Stephen  L Rapid  City 

♦Cameron,  Douglas  E Rapid  City 

Carlson,  Gary  L ..Rapid  City 

♦Clark,  Bernard  S Spearfish 

Clement,  Kathi Spearfish 

♦Cline,  James  A NC 


Wingert,  Donald Sioux  Falls 

Wingert,  Marvin  E Garretson 

Wirtz,  Patricia  S Sioux  Falls 

Witzke,  David  J Sioux  Falls 

Wyatt,  Ronald  O Sioux  Falls 

Zawada,  Edward  T Sioux  Falls 

Zoellner,  Timothy Sioux  Falls 


Sec,  Lori  Hansen,  MD 


Rhoades,  Marques  E .Yankton 

♦Riesberg,  Elsa TX 

Ruggles,  James .Yankton 

Saloum,  Herbert  A Tyndall 

Saoi,  Nicasio  B .Yankton 

Sattler,  Theodore  H .Yankton 

♦Sebring,  Floyd  U CA 

Smith,  David  A .Yankton 

Sprik,  Calvin .Yankton 

Stanage,  Willis  F Yankton 

Stephenson,  Daryl  R .Yankton 

Sternquist,  John  C Yankton 

Stevens,  Julie  C Vermillion 

Thompson,  Robert  F Yankton 

Tidd,  John  T .Yankton 

Tuan,  Chung  H Yankton 

Turner,  Charles  R Vermillion 

Vlach,  Charles  J NE 

Wells,  John  M .Yankton 

Wiggs,  James  W Yankton 

Willcockson,  John  R .Yankton 

Willcockson,  Thomas  H .Yankton 

Yelverton,  Charles Vermillion 


Sec/Treas,  N.  R.  Whitney,  MD 


Cornford,  Raymond  C Rapid  City 

Cruse,  Joseph  R Rapid  City 

Delaney,  Thomas Rapid  City 

Dewald,  Allan  L Rapid  City 

Dick,  Stephen Rapid  City 

Drummond,  Ronald  G Rapid  City 

Durr,  Samuel  Rapid  City 

Dzintars,  Egon  F' Rapid  City 

Dzintars,  Paul  E Rapid  City 

Ebbert,  Larry  P Rapid  City 

♦Elston,  John  T Rapid  City 

Engelbrecht,  James  A Rapid  City 

F'errell,  Robert  L Rapid  City 

Fetters,  Barbara  R Hot  Springs 

Fields,  Billy Sturgis 

Finley,  Richard  C Rapid  City 

Finley,  Robert  Rapid  City 

Finley,  Victoria  Kosters  ....Rapid  City 

Franz,  Daniel  Rapid  City 

Freimark,  Lyle  G Rapid  City 
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Fromm,  Harold  F Rapid  City 

Frost,  Harold  L Rapid  City 

Frost,  Timothy Rapid  City 

Cebhardt,  Daniel  J Spearfish 

Gibson,  Robert Rapid  City 

♦Gilbert,  Freeman  J.  ...  Belle  Fourcbe 

Gill,  Timothy  J Rapid  City 

Giuseffi,  Steven  A Spearfish 

(lolliher,  Warren  N Spearfish 

(h)odhope,  Robert  C Fort  Meade 

GrafT,  Randall  P Deadwood 

Groeger,  Thomas Deadwood 

Groote,  Curtis  A Rapid  City 

Gwinn,  Charles  B Fort  Meade 

Haas,  Stephen  N Rapid  City 

Habbe,  Donald Rapid  City 

Hafner,  Daniel  J Rapid  City 

Halliday,  David Custer 

♦Hamm,  Joseph  N Sturgis 

Hansen,  Craig  K Rapid  City 

Hanson,  Charles Rapid  City 

Hanson,  George Custer 

♦Hare,  Helen  Jane Rapid  City 

Hart,  Charles  E Rapid  City 

Hata,  Steven  K Rapid  City 

Hayes,  Craig  R Deadwood 

Hayes,  Robert  H Wall 

Herbst,  John  W Rapid  City 

Hercules,  Costas Rapid  City 

Herlihy,  John  J Rapid  City 

♦Hermann,  Harland,  Sr  ....Rapid  City 

Hermann  H.  Thomas,  Jr Sturgis 

Hewitt,  Gregory Belle  Fourche 

Hewitt,  John  M Rapid  City 

Hicks,  Terry Rapid  City 

Honke,  Sandra  J Rapid  City 

Howard,  William  J Rapid  City 

Huot,  Samuel  W Rapid  City 

Iverson,  Gregory  J Rapid  City 

Jackson,  James  W Rapid  City 

Jacobson,  Theodore  R.  ...  Hot  Springs 

James,  Edward  H Rapid  City 

Janss,  Gerti  J Rapid  City 

Janss,  William  B Rapid  City 

Jenter,  George  W Sturgis 

Jentes,  Paul  K Sturgis 

Jerde,  O.  Myron P'ort  Meade 

Johnson,  Dave  R Rapid  City 

Johnson,  Robert  K Rapid  City 

♦Jones,  William  E Sturgis 


♦Kelley,  Donald  H Deadwood 

Kelts,  K.  Alan Rapid  City 

♦Klar,  Werner F(»rt  Meade 

Knecht,  John  F Martin 

Knutson,  R(»ger  S Rapid  City 

♦Koren,  Paul  H Rapid  City 

Kovarik,  Joseph  A Rapid  City 

Kovarik,  Richard  A Rapid  City 

Kovarik,  Stephen  M Rapid  City 

Kovarik,  Wenzel,  J Rapid  City 

Krafka,  Thomas  L Rapid  City 

Kunz,  James  A Rapid  City 

Kwan,  Francis  P Rapid  City 

♦Lampert,  Arthur  A.,  Sr  ...Rapid  City 

Lauer,  David  A Sturgis 

Lewis,  Charles  A Sturgis 

Liedtke,  Curtis  J Sturgis 

Loos,  Charles  M Rapid  City 

Lord,  Charles  J Rapid  City 

Mangulis,  George  J Philip 

Maningas,  Peter Rapid  City 

Manlove,  Stephen Rapid  City 

Massa,  Lawrence  L Sturgis 

Massopust,  Steven Rapid  City 

Mathews,  Michael  J Rapid  City 

♦Mattson,  William  J Rapid  City 

♦Merryman,  Murlin  P Rapid  City 

Millea,  Roger  P Rapid  City 

Minton,  Timothy  P Rapid  City 

Mortimer,  Sam  L Rapid  City 

♦Munson,  H.  Benjamin Rapid  City 

Nesbit  Dennis Rapid  City 

Neu,  Norman  D Rapid  City 

Nixon,  Robert  B Rapid  City 

Nord,  Allen  E Rapid  City 

O’Brien,  Kristin Rapid  City 

O’Dell,  Ruth  M Deadwood 

Oliver,  Donald  E Rapid  City 

O’Sullivan,  John Belle  Fourche 

♦Owen,  Gordon  S Rapid  City 

Palmerton,  Ernest  S Rapid  City 

Papendick,  Lew Rapid  City 

Parker,  Jeflrey  C Spearfish 

♦Perry,  William  J Rapid  City 

Picardi,  Edward Rapid  City 

Preston,  Robert Rapid  City 

Purdy,  Drew  A Rapid  City 

♦ReinoebI,  Warren  L Custer 

Renka,  Richard  P Rapid  City 

Roberts,  Bob  H Spearfish 


Rosario,  Elmo  J Rapid  City 

Rud,  James  A Rapid  City 

♦Ruud,  Edward  T Rapid  City 

Sabow,  John  D Rapid  City 

Sandvik,  David  E Rapid  City 

Sanmartin,  Jorge  E Rapid  City 

Schad,  C.  S Rapid  City 

Schechter,  Marc Rapid  City 

Schuft,  James Sturgis 

Schurrer,  Michael Rapid  City 

Sejvar,  Joseph  P Rapid  City 

Shining,  H.  Streeter Rapid  City 

Slama,  David  D Rapid  City 

Slingsby,  J.  Geoffrey Rapid  City 

♦Slingsby,  John  B Rapid  City 

Statz,  Michael Rapid  City 

♦Stewart,  Richard  E Sturgis 

Strand,  Ray  D Rapid  City 

Strong,  Lori Sioux  Falls 

Sutliff,  Willis  C Rapid  City 

Swisher,  Lowell  P Kadoka 

Tackett,  Daniel  M Rapid  City 

♦Theissen,  Hubert  H Rapid  City 

Tracer,  Charles  L Rapid  City 

Traub,  Douglas Rapid  City 

Trinidad,  Reuben  B Deadwood 

Tschetter,  William  R Rapid  City 

Tschida,  Brian Rapid  City 

VanEtten,  Donald  D Rapid  City 

Vogele,  Kenneth  A Rapid  City 

Vosler,  Steven  T Spearfish 

Waltman,  Steven  E Rapid  City 

Weaver,  Cynthia Rapid  City 

Wehrkamp,  Larry Sturgis 

W'eitzenkamp,  Larry  A Martin 

Welsh,  Gary  L Rapid  City 

Welty,  Edith  R Rapid  City 

Welty,  Thomas  K Rapid  City 

Wessel,  Alvin  E Rapid  City 

♦Westaby,  Robert  S Rapid  City 

♦Whitney,  Nathaniel  R Rapid  City 

Wicks,  Dennis  R Custer 

♦Williams,  Francis  R AZ 

Wingert,  Robert  I Rapid  City 

Wojewski,  Paul Rapid  City 

Wright,  Paul  L Rapid  City 

♦Yackley,  James  V Rapid  City 

Yamada,  Andrew  R Rapid  City 

♦Zanka,  Jaroslav  A Rapid  City 

Zielike,  Carol  M Rapid  City 


Pres,  Raymond  Nemer,  MD 


Berg,  Tony  L Winner 

Carpenter,  Mary  S Winner 

Clark,  Andrew Gregory 

Kafka,  Richard (Gregory 


AUGUST  1991 


ROSEBUD 
DISTRICT  No.  10 


Kosina,  Thomas Winner 

Malm,  John  A Gregory 

Nemer,  Raymond  G Gregory 

Schramm,  Melanie Burke 


Sec/Treas,  Melanie  Schramm,  DO 


Stiehl,  Robert  L Winner 

Sweet,  Edwin  P Burke 

Tobin,  Gregg Winner 

Vogelgesang,  Lloyd Gregory 
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NORTHWEST 
DISTRICT  No.  11 


Pres,  Ben  Henderson,  DO 


Boyd,  Rock  F Gettysburg 

Collins,  Janies  D Mobridge 

Head,  Stephen Mobridge 

Henderson,  Ben  J .....Mobridge 


Pres,  Vichit  Vanadurongvan,  MD 


Bell,  Eldon  E FPO-NY 

BJordahl,  Kevin  L Webster 

Bloom,  Alan Webster 

Chaska,  Benjamin  W FL 


Indicates  Honorary  Member 


Vice  Pres,  J.  D.  Collins,  MD 


Knowles-Smith,  Peter ND 

Linde,  Leonard  M Mobridge 

♦Nolan,  Bernard  P MN 

Ottenbacher,  John Selby 


WHE  I STONE  VALLEY 
DISTRICT  No.  12 


♦Janavs,  Visvaldis FL 

♦Johnson,  Edward  A Milbank 

Kass,  Joseph Rosholt 

Nelson,  Lawrence  F Webster 


Sec,  L.  M.  Linde,  MD 


Wunder,  James  F Mobridge 

Yecha,  David  J Gettysburg 


Sec,  Kanya  Vanadurongvan,  MD 


Oey,  David  L.  T Sisseton 

Vanadurongvan,  Kanya Milbank 

Vanadurongvan,  Vichit  Milbank 


South  Dakota  State  Medical  Association  Roster  - 1991 
Membership  - Alphabetical  Listing 


Aamlid,  Brian Sioux  Falls 

Aanning,  Harald  L Yankton 

Aasen,  Michael Sioux  Falls 

Abu-Ghazaleh,  Samir  Z.  ..Sioux  Falls 

Adajar,  A Clear  Lake 

Adams,  Curtis  M Yankton 

♦Adams,  Harold  P Huron 

Ahrlin,  Lee, Rapid  City 

♦Ahrlin,  Hollis  L Rapid  City 

Akerson,  Robert  D Rapid  City 

Allen,  Bruce  H Rapid  City 

Alien,  Raymond  H Sioux  Falls 

Allen,  Robert  G.,  Jr Rapid  City 

♦Allen,  Stanley  W.,  Jr Watertown 

Altman,  Stanley  B Aberdeen 

Alvine,  Frank  G Sioux  I’alls 

Amundson,  Loren  H Sioux  Falls 

Andersen,  Calvin Aberdeen 

Andersen,  Victoria Hot  Springs 

♦Anderson,  A.  Byford Rapid  City 

Anderson,  Courtney Sioux  Falls 

Anderson,  Dale  R Rapid  City 

Anderson,  Edward  F Sioux  Falls 

Anderson,  Esther  E Aberdeen 

Anderson,  James  A Huron 

Anderson,  Keith  A Sioux  Falls 

Anderson,  Ronald Mitchell 

Anderson,  Wayne  J Deadwood 

♦Angelos,  Theodore  A NE 

♦Argabrite,  John  W Watertown 

♦Arneson,  Wallace  A Sioux  Falls 

Asfora,  Wilson Sioux  Falls 

Ashbaugh,  James  H Deadwood 

♦Askwig,  Leroy  C AZ 
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Aspaas,  Paul  K.,  Jr Sioux  Falls 

♦Aspaas,  Paul  K.,  Sr Dell  Rapids 

Assam,  Susan Sioux  Falls 

Atchison,  Scott Sioux  Falls 

Augspurger,  Ken  D Sioux  Falls 

Baas,  Walter  P Mitchell 

Bachmayer,  Jay  D Aberdeen 

Bahnson,  Berne  B Sioux  Falls 

♦Bailey,  John  D Rapid  City 

Bailey,  Stephen  P Rapid  City 

Bakdoud,  Zuhair Sioux  Falls 

Bareis,  Reuben  J Rapid  City 

Barker,  John  D.,  Jr Sioux  Palls 

Barlow,  John  P' Rapid  City 

♦Barnett,  George  L Sioux  Palls 

Barth,  Richard Sioux  Falls 

Bartholomew,  Ken P'aulkton 

Bartron,  G.  Robert Watertown 

♦Bartron,  Harry  J.,  Jr Watertown 

Bauer,  Barrj'  C Sioux  P^alls 

Bauman,  Randell  E Rapid  City 

Bean,  David Sioux  P'alls 

Bedingfield,  John  R.,  Jr Rapid  City 

Beecher,  Mary Madison 

♦Behrens,  Clayton  L Rapid  City 

Belatti,  Richard  G Sioux  P'alls 

Bell,  Douglas Sioux  P'alls 

Bell,  Eldon  E FPO-NY 

Bell,  G.  Robert DeSmet 

Belyea,  Mark Huron 

Benson,  Gail  M Sioux  P'alls 

Benson,  Margaret Sioux  P'alls 

Bentz,  Jerome  W Platte 


Berg,  Sterling Hot  Springs 

Berg,  Tony  L Winner 

Bergeron,  Dale  A Rapid  City 

Berkebile,  Dale  E Rapid  City 

Berry,  Jack  T Mitchell 

Berry,  Scott  H Aberdeen 

Berry,  Spencer Mitchell 

Bess,  Michael  A Sioux  Falls 

Bhat,  Dileep  S Mitchell 

Bhatara,  Vinod Sioux  P'alls 

Bieberly,  Frank  G.,  Jr...  Chamberlain 

Billion,  John  J Sioux  P'alls 

Billion,  Stephen  P Sioux  P'alls 

♦Billion,  Thomas  J.,  Jr Sioux  P'alls 

Birch,  P'redric Rapid  City 

Birkenkamp,  Ray  T Mitchell 

Bishop,  Donald Sioux  Falls 

Bjordahl,  Kevin  L Webster 

Blake,  Jerome Sioux  P'alls 

Bloemendaal,  Robert  D Rapid  City 

Bloom,  Alan Webster 

Blue,  Daniel Sioux  Falls 

Boade,  W.  Allan Sioux  P'alls 

Bochna,  Gary  S Rapid  City 

Boddicker,  Marc  E Rapid  City 

Bolliger,  Eugene Chamberlain 

♦Borgmeyer,  Henry  J Rapid  City 

Bormes,  William  A Aberdeen 

♦Boyce,  Raymond  A Rapid  City 

Boyd,  Rock  F Gettysburg 

Boyer,  David  W Rapid  City 

Brady,  Forrest  S Spearfish 

Braithwaite,  Thomas  M.  ..Sioux  P'alls 
♦Branch,  Robert  F Rapid  City 
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Brandenhurj;,  Verdavne  ..Sioux  Falls 

*Bray,  Robert  B Rapid  City 

Brechielsbauer,  David  A.  .Sioux  Falls 

*Breit,  Donald  H Sioux  Falls 

Brewer,  Marshall  L Sioux  Falls 

Broadhurst,  Kennon  F Aberdeen 

*Brookman,  Bruce  T VVa(jner 

Brown,  Delbert  L Sioux  Falls 

Brown,  Michael  .1 Speartlsh 

Brown,  Russell  T Mitchell 

Bruins,  George  S Ml 

Bruning,  Gary  L Flandreau 

*Brzica,  Stephen  M Sioux  Falls 

Bubak,  Gary  A Wagner 

Buchholz,  Carole Huron 

Buchholz,  Curtis Huron 

Buhler,  Carey Mitchell 

Bunker,  Thomas  G Aberdeen 

Burdeny,  Derek Sioux  Falls 

Burgers,  James  W Brandon 

Burke,  Michael Sioux  Falls 

Burnap,  Donald  W Rapid  City 

Burnett,  Raymond  G Rapid  City 

Burns,  Howard  W Sioux  Palls 

•Burns,  Kendall  R Sioux  Palls 

Burrish,  Gene  F Sioux  Palls 

Butz,  Gerald  W Rapid  City 


Cafferty,  Lee Sioux  Palls 

Calhoon,  Stephen  L Rapid  City 

•Cameron,  Douglas  E Rapid  City 

Carlson,  Gary  L Rapid  City 

Carlson,  Walter  O Sioux  Palls 

Carpenter,  Mary  S Winner 

Carpenter,  Paul  L Sioux  Palls 

Carrera,  Jose Sioux  Palls 

Carroll,'Nancy  L Sioux  Falls 

Carter,  Peter  B Aberdeen 

Carter,  Roger  L Watertown 

Cass,  Joseph  R Sioux  Palls 

Cavanaugh,  Dennis  J Huron 

Chalmers,  James  H Sioux  Palls 

Chandra,  Michael Sioux  Palls 

Chang,  Joe  P Aberdeen 

Chaska,  Benjamin  W Webster 

Chavier,  Juan  R Aberdeen 

Chicoine,  Noel  D Pierre 

Cho,  Dong  S Sioux  Falls 

Cho,  Myung Sioux  Palls 

Christensen,  Martin  J Mitchell 

•Christopher,  John Aberdeen 

•Church,  Bill Sioux  Falls 

Cink,  Paul Sioux  Palls 

Cink,  Thomas  M CO 

Clark,  Andrew Gregory 

•Clark,  Bernard  S Spearfish 

•Clark,  Carroll  J Watertown 

Clark,  Edward  T Sioux  P alls 

Clement,  Kathi Spearfish 

•Cline,  James  A NC 

•Collins,  E.  Howard Gettysburg 

Collins,  James  D Mobridge 


Coppock,  Diane Sicmx  Palls 

Citrnford,  Raymond  C Rapid  City 

Cosand,  Marion  R Pierre 

Coyle,  Michael  ....Wessington  Springs 

Craig,  James Huron 

Crandell,  Michael  P Kennebec 

Crank,  Robert  N Watertown 

Crowder,  Jay Mitchell 

Crump,  John Sioux  Palls 

Cruse,  Joseph  R Rapid  City 

Cruz,  David  P' Estelline 

•Cutshall,  Vincent  K AR 

Dahl,  Robert  K Sioux  Palls 

Davis,  John Sioux  Palls 

•Daw,  Edward  P' CO 

Day,  Richard  P Sioux  Palls 

•Dean,  Roscoe Wessington  Springs 

Dean,  Thomas Wessington  Springs 

DeClark,  Robert  P Sioux  Falls 

•DeGeest,  James  H Miller 

DeHaan,  Douglas Sioux  Palls 

•Delaney,  Robert  J Mitchell 

Delaney,  Thomas  P Fort  Meade 

•Delaney,  William,  Jr Mitchell 

Dendinger,  William  J Vermillion 

Desai,  Bhasker  J WatertowTi 

Devick,  Margaret  R Canton 

Dewald,  Allan  L Rapid  City 

Dick,  Stephen Rapid  City 

Dilger,  Joseph  T Mitchell 

•Donahoe,  John  W Sioux  Falls 

Doohen,  Mark Sioux  Palls 

Drummond,  Ronald  G Rapid  City 

Drymalski,  Walter  G Sioux  Palls 

D'Souza,  Edward  P Aberdeen 

Durr,  Samuel  Rapid  City 

Dzintars,  Egon  P’ Rapid  City 

Dzintars,  Paul  F Rapid  City 

Dzintars,  Valdis  A Sioux  Palls 

Easton,  Jessie  K.  M Sioux  Palls 

Ebbert,  Larry'  P Rapid  City 

Eckltoff,  P.  James Sioux  Falls 

Ecklund,  Scott  W Sioux  Palls 

Eckrich,  Jerome  A.,  Jr Aberdeen 

Eidsness,  LuAnn Sioux  Palls 

•Eirinberg,  Isadore  D Sioux  Palls 

Elkjer,  Neil  J Sioux  Palls 

Ellerbuscb,  David  A Aberdeen 

Elson,  David  L Sioux  Palls 

•Elston,  John  T Rapid  City 

Engelbrecht,  James  A Rapid  City 

Engelniann,  Gary Miller 

English,  (filbert  L Sioux  Palls 

•Ensberg,  Dorence  L Sioux  Palls 

Entwistle,  P’rederick Sioux  Palls 

•Epp,  Dennis  L P'reeman 

Erickson,  David  K Dell  Rapids 

Erickson,  Gregory Sioux  Palls 

Erickson,  Kirsten Sioux  Palls 

Estes,  Thomas Sioux  Falls 


•p’abrenwald,  Myron  P! Conde 

P'alk,  Alex Aberdeen 

Famestad,  (fiiry Sioux  Falls 

•P'arrell,  Harry  W' Sioux  Palls 

Farritor,  Michael  E Sioux  Palls 

Parser,  Max Yankton 

•P'edt,  Donald  N Watertown 

Feeney,  Steven  P Watertown 

P'enton,  Lawrence  J Sioux  Falls 

P'errell,  Michael  R Sioux  Palls 

P’errell,  Robert  L Rapid  City 

Ferrell,  Robert  T Yankton 

Petters,  Barbara  R Hot  Springs 

P’iegen,  Michael  M Sioux  Palls 

P'ields,  Billy Sturgis 

P'inley,  Richard  C Rapid  City 

Finley,  Robert  Rapid  City 

Pfinley,  Victoria  Kosters Rapid  City 

P'inney,  Lawrence  W Sioux  Palls 

•P’isk,  Robert  G Flandreau 

Fletcher,  Harold  J Vermillion 

P’lom,  Jon  O Yankton 

Flora,  (ieorge  C Sioux  Palls 

P’oley,  Robert  J Tyndall 

P’oley,  Stephen  T Sioux  Palls 

P'oss,  J.  Frank Sioux  Palls 

P rank,  John  J Yankton 

P’ranz,  Daniel  Rapid  City 

P'razer,  Paul Sioux  Falls 

F ree,  Thomas Sioux  Palls 

F reeman,  Jerome  W Sioux  Palls 

P’reimark.  Lyle  G Rapid  City 

•P'riefeld,  Saul MN 

P'riess,  Richard  W Sioux  Falls 

Fritz,  John  R Aberdeen 

P’romm,  Harold  E Rapid  City 

Frost,  Donald  M Sittux  Palls 

Frost,  Harold  L Rapid  City 

Frost,  Timothy Rapid  City 

P uller,  William  C Sioux  Palls 


(fiiede,  James  E Mitchell 

(Jale,  Scott  A.,  Jr Huron 

(iebhardt,  Daniel  J Spearfish 

(iehring,  Stephen  H Watert(»wn 

Geise,  Douglas Sioux  Palls 

(ieorge,  Robert  J Sioux  Palls 

Gerber,  Bernard  C Aberdeen 

(ierber,  Jean  L Aberdeen 

Gere,  Richard  G Mitchell 

Gerrish,  Catherine  C Watertown 

Gerrish,  Edwin  S Watertown 

(iesink,  Melvin Watertown 

Gibson,  Robert Rapid  City 

(iiebink,  Robert  R Sioux  Palls 

•Gilbert,  F reeman  J Belle  P'ourche 

Gill,  Timothy  J Rapid  City 

Gillis,  P loy'd  D.,  Jr Mitchell 

(iilmore,  Howard  T Yankton 

(iiridhar,  Sanjeevi Aberdeen 

Giusein,  Steven  A Spearfish 

Golliher,  W'arren  N Spearfish 
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Goodhope,  Robert  C Port  Meade 

Gratf,  Randall  P Deadwood 

Graham,  Donald  B Sioux  Falls 

Grant,  James Mitchell 

Gray,  John  R Sioux  Falls 

Green,  Marc  A Sioux  Falls 

*Greenrield,  Duane  L Sioux  Falls 

*Gre}y{,  John  B Sioux  Falls 

Grefyj,  Mark Sioux  Falls 

Grinin,  John Sioux  Falls 

Groe}»er,  Thomas Deadwood 

Groote,  Curtis  A Rapid  City 

Gross,  H.  Phil CA 

*(Jrove,  M.  Stuart Sioux  Falls 

Gryte,  ClifTord  F Huron 

Gunderson,  Dale  E Yankton 

Gunnarson,  Richard  E.  ...Sioux  Falls 

*Gutch,  Charley  F Sioux  Falls 

Gutnik,  Leonard  M Sioux  Falls 

Gutnik,  Steve  H Sioux  Falls 

Gwinn,  Charles  B Fort  Meade 

Haas,  Stephen  N Rapid  City 

Habbe,  Donald Sioux  Falls 

Hafner,  Daniel  J Rapid  City 

Hagen,  Jeffrey  B Sioux  Falls 

Haley,  Michael  D Mitchell 

Hall,  Barbara Sioux  Falls 

Halliday,  David  J Custer 

Halma,  Gary Sioux  Falls 

Halverson,  Kenneth Yankton 

*Hamm,  Joseph  N Sturgis 

Hanna,  Marwin Sioux  Falls 

Hansen,  Craig  K Rapid  City 

Hansen,  Lori Yankton 

Hanson,  Bernie  H.P Watertown 

Hanson,  Charles Rapid  City 

Hanson,  George  R Custer 

Hanson,  Jeffrey  W Huron 

Hanson,  William  O Huron 

Hardie,  Richard  D Sioux  Falls 

*Hare,  Helen  Jane Rapid  City 

Harlow,  Mark  C Aberdeen 

Harms,  Robert  W Sioux  Falls 

Harris,  Frederick  L Sioux  Falls 

Harris,  Mary  H Sioux  Falls 

Harris,  Russell  H Sioux  Falls 

Hart,  Charles  E Rapid  City 

Hart,  Harvey  J Aberdeen 

Hartmann,  Alfred  E Sioux  Falls 

Hartzell,  Allan  J Sioux  Falls 

Hassan,  Adel  A.F Madison 

Hata,  Steven  K Rapid  City 

Hayes,  Craig  R Deadwood 

Hayes,  Robert  H Wall 

Hazard,  Lorraine Elk  Point 

Head,  Stephen  Mohridge 

Heidorn,  Richard Armour 

Heiling,  Karen Sioux  Falls 

Heilman,  Bernard  F Madison 

Heinemann,  Daniel  J Canton 

Heinemann,  Phyllis  E Aberdeen 
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♦Heinrichs,  Eberhard  H. ...Vermillion 


Heisinger,  Randolph  W Aberdeen 

Held,  Gordon TN 

Held,  William  E Sioux  Falls 

Helgaas,  Steffen Brookings 

Henderson,  Ben  J Mohridge 

Henrickson,  Lynn  A Sioux  falls 

Henrickson,  Robert  G Sioux  falls 

♦Henry,  Robert  B Brookings 

Herbst,  John  W Rapid  City 

Hercules,  Costas Rapid  City 

Herlihy,  John  J Rapid  City 

♦Hermann,  Harland,  Sr  ....Rapid  City 

Hermann,  H.  Thomas,  Jr Sturgis 

♦Hermanson,  John  M Brandon 

Herrin,  Gerald  R Pierre 

Hewitt,  Gregory Belle  Fourche 

Hewitt,  John  M Rapid  City 

Hicks,  Terry Rapid  City 

Hieb,  Richard Brookings 

Hill,  Laurie Sioux  Falls 

Hockett,  Richard  D Mitchell 

Hof,  Jem Yankton 

♦Hofer,  Emil  A Huron 

Hoffman,  Wendell  W Sioux  Falls 

Hoffsten,  Phillip  E Pierre 

Hogue,  Michael  E Sioux  Falls 

Hohm,  Byron  T Sioux  Falls 

Hohm,  Paul  H Huron 

Hohm,  Robert  C Huron 

♦Hohm,  Theodore  A Huron 

Holkesvick,  Reid  E Aberdeen 

Holland,  Lambert  W Chamberlain 

Holm,  Richard  P Brookings 

Hoizwarth,  David  R Yankton 

Honke,  Richard  W.,  II Parkston 

Honke,  Sandra  J Rapid  City 

Horner,  William  J Sioux  Falls 

Horning,  James  R Watertown 

Hosen,  Richard  S Sioux  Falls 

Hoskins,  John  H Sioux  Falls 

Hoversten,  David  L Sioux  Falls 

Hovland,  James  I Aberdeen 

Howard,  William  J Rapid  City 

Howe,  Jerome  K Mitchell 

Hoxtell,  Eugene  O Sioux  Falls 

Huber,  Joel  B Redfield 

Huber,  Thomas  J Pierre 

Hubner,  Jay  W Yankton 

♦Huet,  William  G.M Huron 

Hughes,  Howard  D Clear  Lake 

Humphreys,  Donald  W Sioux  Falls 

Huot,  Samuel  W Rapid  City 

♦Huppler,  Edward  G MN 

Hurley,  Brian  T Sioux  Falls 

Hurley,  Dominic Sioux  Falls 

Hurley,  Timothy  E Sioux  Falls 

Hussain,  RiFat Sioux  Falls 

Hyland,  Lowell  J Sioux  Falls 

Ingvoldstad,  James  P Sioux  Falls 

Isburg,  Carroll  D Yankton 


Iverson,  Gregory  J Rapid  City 

Jackson,  James  W Rapid  City 

Jacobs,  Tad  B Flandreau 

Jacobson,  Theodore  R Hot  Springs 

Jahraus,  R.  Curtis Pierre 

James,  Edward  H Rapid  City 

Jameson,  G.  Malcolm Yankton 

♦Janavs,  Visvaldis FL 

Janis,  John  B Sioux  Falls 

Janss,  Gerti  J Rapid  City 

Janss,  William  B Rapid  City 

Janusz,  Albin  J Aberdeen 

Jaqua,  Richard  A Sioux  Falls 

Javurek,  Anthony  J Sioux  Falls 

Jenny,  David Yankton 

Jenter,  George  W Sturgis 

Jentes,  Paul  K. Stut^is 

Jerde,  O.  Myron Fort  Meade 

Johnson,  Dave  R Rapid  City 

Johnson,  Dennis  L Sioux  Falls 

♦Johnson,  Edward  A Milbank 

Johnson,  Jorge  H Sioux  Falls 

Johnson,  R.C Sioux  Falls 

Johnson,  Robert  K.  Rapid  City 

Johnson,  Virginia  P Vermillion 

Jones,  D.  Brynley Platte 

Jones,  James  A Watertown 

Jones,  John  B Chamberlain 

Jones,  Warren  L Sioux  Falls 

♦Jones,  William  E Sturgis 

♦Judge,  John  O WA 

Justice,  Michael  W Dell  Rapids 

Kafka,  Richard Gregory 

Kalda,  Ellison  F Platte 

Kalda,  Ellison  F.,  II Sioux  Falls 

Kangley,  Daniel  J Sioux  Falls 

Kaplan,  Richard Yankton 

Kapur,  Hiroo  R Huron 

Kapur,  Ravi Huron 

Karlen,  Louis  W DeSmet 

Kass,  Joseph Rosholt 

Kaufman,  Irvin  I Freeman 

Kavanaugh,  Kevin Sioux  Falls 

♦Kelley,  Donald  H Deadwood 

Kelts,  K.  Alan Rapid  City 

Kemp,  Earl  D Sioux  Falls 

Kennelly,  Daniel  J Sioux  Falls 

Keppen,  Bruce Aberdeen 

Keppen,  Laura ....Sioux  Falls 

Keppen,  Michael Sioux  Falls 

Kerr,  James Yankton 

Kihne,  Michael ..Sioux  Falls 

♦King,  Lyndon  M.,  Jr Sioux  Falls 

King,  Patrick  H Yankton 

Kitowski,  Theodore Brookings 

♦Kittelson,  H.  Otis Sioux  Falls 

♦Klar,  Werner Fort  Meade 

Knecht,  John  F Martin 

♦Knowles,  Roy  C Sioux  Falls 

Knowles-Smith,  Peter ND 
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Knudson,  Donald  H Sioux  Falls 

Knutson,  Dennis  D Sioux  Falls 

Knutson,  Rojjer  S Rapid  City 

K(tm,  Carlton  .1 Aberdeen 

Koob,  K.  dene Sioux  Falls 

•Koren,  Paul  H Rapid  City 

Kosina,  Thomas Winner 

Kosse,  Karl  H Aberdeen 

Kostal,  Ann Sioux  Falls 

Kovarik,  Joseph  A Rapid  City 

Kovarik,  Richard  A Rapid  City 

Kovarik,  Stephen  M Rapid  City 

Kovarik,  Wenzel  J Rapid  City 

Krafk;),  Thomas  L Rapid  City 

Kucera,  Todd Sioux  Palls 

Kuck,  Paul Sioux  Palls 

Kummer,  Mark Sioux  Palls 

Kundel,  David Mitchell 

Kunkel,  Shirley Sioux  Falls 

Kunkel,  Steve Sioux  Falls 

Kunz,  James  A Rapid  City 

Kurch,  Julie  Ann PJuron 

Kutayli,  Farid Sioux  Palls 

Kwan,  Francis  P Rapid  City 

Lakstigala,  Peters  E Sioux  Falls 

Lamb,  Marlin  R Watertown 

*Lampert,  Arthur  A.,  Jr  ....Rapid  City 
*Lampert,  Arthur  A.,  Sr. ...Rapid  City 

Lang,  Terry  A Sioux  P'alls 

Lankhorst,  Barry  J Sioux  Falls 

Laput,  Aleksandra  M Sioux  Falls 

*Lardinois,  ClitTord  C.,  Sr Huron 

Larsen,  David Sioux  Falls 

Larsen,  Laura  J.R Sioux  P'alls 

Larson,  James  C Watertown 

Larson,  Leland  J Sioux  P'alls 

Larson,  Paul  M Watertown 

Lauer,  David  A Sturgis 

Lee,  Si  Gaph Custer 

*Leon,  Paul  R Aberdeen 

Lewis,  Charles  A Sturgis 

Liedtke,  Curtis  J Sturgis 

Likness,  Clark  W Watertown 

Lindbloom,  Brent Pierre 

Lindbloom,  Buron  O Pierre 

Linde,  Leonard  M Mohridge 

Linn,  Bernard  Pierre 

Liudahl,  Jeffrey Yankton 

Looby,  Thomas  L Sioux  P’alls 

Loos,  Charles  M Rapid  City 

Lord,  Charles  J Rapid  City 

Lorenzen,  Kim Mitchell 

Luebke,  Marlys Corsica 

Luslihough,  Bruce  C Brookings 

Luzier,  Thomas  L Aberdeen 

*Lyso,  Melford  B Yankton 

Mahee,  Judson  O Mitchell 

Mahee,  Lee  M Sioux  P'alls 

*Mabee,  Oscar  J Mitchell 

MacDougall,  James Aberdeen 
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MacRandall,  Daniel  G Sioux  P'alls 

Madison,  Dean  L Sioux  P’alls 

Magidson,  Melvin  A Sioux  P'alls 

Magnuson,  (Gregory  L Sioux  P'alls 

Malm,  John  A Gregory 

Malters,  David  T Mitchell 

Malters,  Patricia  B Mitchell 

Mangulis,  George  J Philip 

Maningas,  Peter Rapid  City 

Manlove,  Stephen Rapid  City 

*Maresh,  Everett  R Sioux  P'alls 

Margallo,  Lucio  N.,  II Mitchell 

Mark,  Curtis  L Vihorg 

Massa,  Lawrence  L Sturgis 

Massopust,  Steven Rapid  City 

Masterson,  Thomas  E Sioux  P'alls 

Mathews,  Michael  J Rapid  City 

♦Mattson,  William  J Rapid  City 

McClaflin,  Richard Sioux  P'alls 

McP'ee,  John Bowdle 

♦McGee,  Robert  C Aberdeen 

McGrann,  James  R Sioux  P'alls 

McGreevy,  Patrick  S Sioux  Falls 

McHale,  Michael Sioux  Falls 

♦McHardy,  Bryson  R Aurora 

♦McIntosh,  George  F Eureka 

McKercher,  Scott  W. Sioux  Falls 

McKichan,  John  M Aberdeen 

McMillin,  J.  Michael Sioux  Falls 

McVay,  Michael  R Yankton 

McWhirter,  Robert  E Mitchell 

Mendoza,  Enrique  F Aberdeen 

♦Merryman,  Murlin  P Rapid  City 

Messner,  P rank  D Yankton 

Meyer,  Larry  A Yankton 

Meyer,  Robert  D Sioux  Falls 

♦Meyer,  Robert  J Watertown 

Meyer,  Vaughn  H Sioux  P’alls 

Mikkelsen,  Beth Sioux  Falls 

Millea,  Roger  P Rapid  City 

Minton,  Timothy  P Rapid  City 

Moench,  Jerry  L Sioux  P'alls 

Mogen,  Mark  P Aberdeen 

Mohler,  Charles  W Sioux  P'alls 

Monfore,  James  E Miller 

Monson,  Charles  D Parkston 

Morre,  Timothy Sioux  Falls 

Morris,  Alan  D Sioux  P'alls 

Mortimer,  Sam  L Rapid  City 

♦Mueller,  Eric  H Tripp 

Munson,  David  P Sioux  P'alls 

♦Munson,  H.  Benjamin Rapid  City 

Murphy,  Ixarla  K Sioux  P'alls 

Murray,  Jeffrey  A Sioux  P’alls 

Mutch,  Milton  G.,  Jr Sioux  P'alls 

Nagelhout,  David Sioux  P'alls 

Naughton,  Gregory Sioux  P'alls 

Neidich,  Gary  A Sioux  Falls 

Nelimark,  Robert  A Sioux  Falls 

Nelsen,  Marcia Yankton 

Nelson,  Earl  G Vihorg 


Nelson,  Lawrence  P' Webster 

♦Nelson,  Parry  S Watertown 

Nelson,  Richard  A Sioux  P'alls 

Nelson,  Robert  E Sioux  P'alls 

Nemer,  Raymond  G Gregory 

Nesbit,  Dennis Rapid  City 

Neu,  Norman  D Rapid  City 

Neubauer,  Jo  Marie Yankton 

Neumayr,  Robert  J Yankton 

Neustrom,  Mark Sioux  Falls 

Nice,  Richard  F Sioux  Falls 

Nicholas,  George  A Huron 

Nielsen,  James  L Dell  Rapids 

Nipe,  Hollis Watertown 

Nixon,  Robert  B Rapid  City 

♦Nolan,  Bernard  P MN 

Nord,  Allen  E Rapid  City 

Nord,  Wesley  J Sioux  Falls 

Nordstrom,  Donald  G Sioux  Falls 

Nussbaum,  David Sioux  Falls 

Oakland,  James  A Sioux  Falls 

O’Brien,  Charles  P Sioux  Falls 

O’Brien,  Kristin Rapid  City 

O’Brien,  Peter  J Sioux  Falls 

Ochsner,  John  A Sioux  Falls 

O’Dell,  Ruth  M Deadwood 

Odiand,  Winston  B Aberdeen 

Oey,  David  L.T Sisseton 

Ofstein,  Lewis  C Sioux  Falls 

Ohrt,  David  W Sioux  Falls 

Olegario,  Filemon  E.,  Jr Mitchell 

Oliver,  Donald  E Rapid  City 

Olson,  Jennifer  J Sioux  Falls 

Olson,  Michael  L Sioux  Falls 

Olson,  Steven  P Sioux  Falls 

Olson,  Thomas  H Vermillion 

♦Opheim,  Warren  L Sioux  Falls 

Opheim,  Warren  O.V Sioux  Falls 

Oppenheimer,  Mark Sioux  Falls 

Orr,  Russell  T Sioux  Falls 

Ortmeier,  Denny  G Sioux  Falls 

Ostby,  Jason  R Watertown 

Ostrowski,  Susan  M Eureka 

O’Sullivan,  John Belle  P'ourche 

♦Otey,  Bedford  T Flandreau 

Ottenbacher,  John Selby 

♦Owen,  Gordon  S Rapid  City 

Owens,  Leycester,  Jr Sioux  Falls 

Owens,  Raymond Pierre 

Palmerton,  Ernest  S Rapid  City 

Papendick,  Lew Rapid  City 

Park,  Dai  H Pierre 

Parker,  Jeffrey  C Spearfish 

Parry,  Rodney  R Sioux  Falls 

♦Pasek,  Edward  A Sioux  Falls 

♦Patt,  Walter AR 

♦Patterson,  David  M Redfield 

Paul,  K-Lynn Sioux  Falls 

Payne,  Harlan  A Sioux  Falls 

Pederson,  Kim  A Sioux  Falls 
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•Peeke,  Alonzo  P Volga 

•Peik,  Donald  J FL 

Pekas,  Michael  W Sioux  Falls 

•Perry,  William  J Rapid  City 

Pesce,  Ulises Yankton 

Peshek,  Ramona Watertown 

•Petereit,  Martin  F Sioux  Falls 

Peters,  Edward  H Sioux  Falls 

Peters,  Patricia  A Sioux  Falls 

Peterson,  Karl  G Sioux  Falls 

Peterson,  Kenneth  B Watertown 

Peterson,  Linda  R Watertown 

•Petres,  Anthony Salem 

Picardi,  Edward Rapid  City 

Pitt-Hart,  Barry  T Sioux  Falls 

Plummer,  Richard  L Sioux  Palls 

•Porter,  Maynard Parkston 

Porter,  Richard  I Yankton 

Potas,  David  G Yankton 

Preston,  Robert Rapid  City 

•Price,  Ronald Armour 

Purdy,  Drew  A Rapid  City 

Purintun,  Scott Britton 

Putnam,  Wesley  D Sioux  Falls 

•Quinn,  Robert  H Spearfish 

Rabenberg,  Rita Sioux  Falls 

Radack,  Morris  L Yankton 

Ramig,  Susan  W Aberdeen 

Ramos,  Manuel  D Scotland 

Ramsay,  John  D Brookings 

Randall,  Bradley  B Sioux  Falls 

Ranney,  Brooks Yankton 

Rasmussen,  Paul Mitchell 

Raszkowski,  Robert  R Sioux  Falls 

Rath,  G.  Daniel Sioux  Falls 

•Reagan,  James  L Garretson 

Reaney,  Duane  B Yankton 

Reding,  Arthur  P Marion 

Redmond,  Warren  J Aberdeen 

Regier,  Eugene  R Canton 

Reinertsen,  Karen  J Sioux  Falls 

•Reinoehl,  Warren  L Custer 

Renka,  Richard  P Rapid  City 

Retterath,  Patrick Aberdeen 

Reynolds,  James  R Sioux  P^alls 

Rhoades,  Marques  E Yankton 

Richards,  George  A Sioux  Falls 

Ries,  Dennis  D F reeman 

•Riesberg,  Elsa TX 

Rietz,  Robert  R Brookings 

Rittmann,  John  E Watertown 

Robbins,  John  K Sioux  Falls 

Roberts,  Bob  H Spearfish 

Roberts,  Charles  S.,  Jr Brookings 

Robey-CafTerty,  Susan Sioux  Falls 

Robinson,  Michael Sioux  F'alls 

Rodig,  Mark Sioux  Falls 

•Rodine,  John  C Aberdeen 

Rodman,  Peter  K Sioux  Falls 

Rogotzke,  Kenneth  H Watertown 


Rolfsmeyer,  Eric  S Sioux  Palls 

Rosario,  Elmo  J Rapid  City 

Roseth,  Calvin Watertown 

Rossing,  David  R Sioux  F'alls 

Rossing,  William  O Sioux  Falls 

Rost,  Michael  C Sioux  Falls 

Rud,  James  A Rapid  City 

Ruggles,  James Yankton 

•Ruud,  Edward  T Rapid  City 

Ryan,  James  E Sioux  F'alls 

Rydberg,  Mitchel  L Dell  Rapids 

Sabow,  John  D Rapid  City 

Salem,  Anthony  G Sioux  F'alls 

Sail,  John  C Sioux  F'alls 

Salmela,  Steven  R Sioux  F'alls 

Saloum,  Herbert  A Tyndall 

Sample,  Richard  G Madison 

Sanchez,  Gonzalo  M Sioux  Falls 

•Sanders,  Mary  E Redfield 

Sanderson,  Everett  W Sioux  Falls 

Sandvik,  David  E Rapid  City 

Sanmartin,  Jorge  E Rapid  City 

Saoi,  Nicasio  B Yankton 

Sattler,  Theodore  H Yankton 

Saxena,  Satish  C Brookings 

Saylor,  Howard  L.,  Jr Huron 

•Schabauer,  Ernest  A Mitchell 

Schad,  C.S Rapid  City 

Schafer,  Larry  W Sioux  Falls 

Schechter,  Marc Rapid  City 

•Scheffel,  Alvin  R Redfield 

•Scheller,  Donald  L Arlington 

Schellpfeffer,  Donald Sioux  Falls 

Schramm,  Melanie Burke 

Schroeder,  Greg Sioux  Falls 

Schroeder,  Stephan  D Miller 

Schuft,  James Sturgis 

Schultz,  Gregory  A Sioux  F'alls 

Schultz,  Richard  D Sioux  Falls 

Schultz,  Thomas  A Sioux  Falls 

Schurrer,  Michael Rapid  City 

Seaman,  David Aberdeen 

•Sebring,  Floyd  U CA 

Seeman,  Terry Watertown 

Seidel,  Robert  R Sioux  Falls 

Sejvar,  Joseph  P Rapid  City 

Seljeskog,  Edward  L MN 

Shafer,  Charles Sioux  Falls 

Shaskey,  Robert  E Brookings 

Shields,  David Sioux  F'alls 

Shinghal,  Kumud Aberdeen 

Shining,  H.  Streeter Rapid  City 

Shives,  Aaron Watertown 

Shreves,  Howard  B Sioux  F'alls 

Simmons,  Jerry  L Sioux  Falls 

Sittner,  Larry Sioux  Falls 

Skelly,  Milton  E IL 

•Skogmo,  Bernhoff  R Mitchell 

Slama,  David  D Rapid  City 

Slattery,  Mary  T Sioux  F'alls 

Slingsby,  J.  Geoffrey Rapid  City 


•Slingsby,  John  B Rapid  City 

Smith,  A.  Donald Sioux  Falls 

Smith,  David  A Yankton 

•Smith,  George  W Sioux  Falls 

Smith,  Richard  N Huron 

Smith,  R.  Maclean Sioux  Falls 

Snortum,  Robert Sioux  Falls 

Snyder,  Wayne  E Watertown 

Solberg,  Lloyd  E Sioux  Falls 

Sorrels,  William  F' Mitchell 

Soye,  Andrew  I Sioux  F'alls 

Spears,  Barbara  K Pierre 

Sprik,  Calvin Yankton 

•Stahmann,  Fred  S Sioux  F'alls 

Stanage,  Willis  F Yankton 

Stassen,  Michael  D Sioux  Falls 

Statz,  Michael Rapid  City 

Steele,  Granville  H Aberdeen 

SteidI,  Lester  J Sioux  Falls 

•Steiner,  Peter  K CA 

Stensland,  Vernon  H Sioux  Falls 

Stensrud,  Homer  J Sioux  Falls 

Stephenson,  Daryl  R Yankton 

•Stern,  Charles  A CA 

Sternquist,  John  C Yankton 

Steska,  Stephen Watertown 

Stevens,  Dennis  C Sioux  Falls 

Stevens,  Julie  C Vermillion 

•Stewart,  Richard  E Sturgis 

Stiehl,  Robert  L Winner 

Stokka,  Cameron Sioux  Falls 

Stoltz,  C.  Roger Sioux  Falls 

Stout,  Stephen  Y Pierre 

Strand,  Ray  D Rapid  City 

Stransky,  John  J Watertown 

Strawbridge,  Lawrence Sioux  Falls 

Strong,  Lori Rapid  City 

Suga,  Robert  C Watertown 

Sutliff,  Willis  C Rapid  City 

Suurmeyer,  Robert  D Aberdeen 

•Swanson,  Charles  L Pierre 

•Sweeny,  William  T OR 

Sweet,  Edwin  P Burke 

Swisher,  Lowell  P Kadoka 

Tackett,  Daniel  M Rapid  City 

Talley,  Robert  C Sioux  Falls 

Tam,  Guy  E Sioux  Falls 

Tan,  Raymundo  T Aberdeen 

•Taylor,  William  R Aberdeen 

Teixeira,  Jose Sioux  Falls 

Tesch,  Ronold  R Brookings 

•Theissen,  Hubert  H Rapid  City 

Thomas,  David Sioux  Falls 

Thomas,  Melvin  W Sioux  F'alls 

Thompson,  M,  George  Watertown 

Thompson,  Marion  C Watertown 

Thompson,  Robert  F' Yankton 

Thompson,  Vance Sioux  F'alls 

Tidd,  John  T Yankton 

Tieszen,  Arden  J Pierre 

Tieszen,  Jerel  E Sioux  F'alls 
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Timmerman,  Garj' Watertown 

Tjarks,  Brian Mitchell 

Tobin,  Gre}y>  M Winner 

Tobin,  Michael  D Sioux  Falls 

Tracer,  Charles  L Rapid  City 

Tracy,  (lerald  E Watertown 

Traub,  Douglas Rapid  City 

Travers,  Henry Sioux  Falls 

Trinidad,  Reuben  B Deadwood 

Trujillo,  Angelina Sioux  Falls 

Tschetter,  Loren  K Sioux  Falls 

Tschetter,  Richard  T Sioux  Falls 

Tschetter,  William  R Rapid  City 

Tschida,  Brian Rapid  City 

Tuan,  Chung  H Yankton 

Turner,  Charles  R Vermillion 

Turner,  Gerald Madison 

Uken,  Patsy  A Sioux  Falls 

Vanadurongyan,  Kanya Milbank 

Vanadurongvan,  Vicbit Milbank 

VanDemark,  Robert,  Jr.... Sioux  Falls 
VanDemark,  Robert,  Sr....  Sioux  Falls 

VanderWoude,  John Sioux  Falls 

VanderWoude,  Larry  B.  ...Sioux  Falls 

VanDeWalle,  Kathleen Aberdeen 

VanErt,  Gary  P Chamberlain 

VanEtten,  Donald  D Rapid  City 

VanGerpen,  Sandra Pierre 

VanSloun,  Wm MN 

Venugopal,  Muthugounder  Brookings 

Vick,  Martin Aberdeen 

Vidoloff,  John Aberdeen 

Visani,  Sandro Mitchell 

Vlach,  Charles  J NE 

♦Vogele,  Alvin Glenham 

♦Vogele,  Cleo  L Aberdeen 


‘Indicates  Honorary  Member 


Vogele,  Kenneth  A Rapid  City 


V'ogelgesang,  Lloyd  C Gregory 

Vogt,  H.  Bruce Sioux  Falls 

Volin,  Verlynne  V Sioux  Falls 

Vonk,  Galen Sioux  Falls 

*Vose,  James  L Mitchell 

Vosler,  Steven  T Spearfish 

Wachs,  David  M Aberdeen 

Wagner,  Loyd  R Sioux  Falls 

Wait,  Curtis  H Brookings 

Wake,  Richard  A Brookings 

Waltman,  Steven  E Rapid  City 

Waltner,  Lonnie  L Bridgewater 

Walton,  Jerry  L Sioux  Falls 

Warren,  Merritt  G Brookings 

Watson,  William  V Sioux  Falls 

Watt,  Bruce  Sioux  Falls 

Weatherill,  Donald  W Mitchell 

Weaver,  Cynthia Rapid  City 

♦Wegner,  Karl  H Sioux  Falls 

W'ehrkamp,  Larry Sturgis 

Weitzenkamp,  Larry  A Martin 

W'elge,  Barry  G Aberdeen 

Wellman,  Lawrence  R Sioux  Falls 

Wells,  John  M Yankton 

Welsh,  Gary  L Rapid  City 

W'elter,  Randal Sioux  Falls 

W^elty,  Edith  R Rapid  City 

W'elty,  Thomas  K Rapid  City 

Werpy,  Mark  C Pierre 

Werth,  Roger  W Aberdeen 

♦Werthmann,  Hubert  E Pierre 

Wessel,  Alvin  E Rapid  City 

West,  David Sioux  Falls 

♦Westaby,  Robert  S Rapid  City 

Wetzbarger,  Wayne Madison 

WTiite,  Thomas  C Sioux  Falls 


•Whitney,  Nathaniel  K Rapid  City 


Whittle,  Kevin  D Sioux  Falls 

Wicks,  Dennis  R Custer 

Wiebe,  R.  Herbert  Sioux  Falls 

Wierda,  Daryl  R Sioux  Palls 

Wiggs,  James  W Yankton 

Wilde,  Kim  L Watertown 

Willcockson,  John  R Yankton 

Willcockson,  Thomas  H Yankton 

Williams,  Buck  J Sioux  Falls 

♦Williams,  Francis  R AZ 

Willman,  Brent Sioux  Falls 

Wilson,  Thomas  M Sioux  Palls 

Wimmer,  Kathy Miller 

Wingert,  Donald Sioux  Falls 

W'ingert,  Marvin  E Garretson 

Wingert,  Robert  I Rapid  City 

W’irtz,  Patricia  S Sioux  Palls 

Wischmeier,  Curt  A Aberdeen 

Witzke,  David  J Sioux  Palls 

Wojewski,  Paul Rapid  City 

Wrage,  Theodore  J.,  Jr Watertown 

Wright,  Paul  L Rapid  City 

Wunder,  James  F Mobridge 

Wyatt,  Ronald  O Sioux  Palls 

Wyckoff,  Sonja  B Huron 

♦Yackley,  James  V Rapid  City 

Y’amada,  Andrew  R Rapid  City 

Y'echa,  David  J Gettysburg 

Yelverton,  Charles Vermillion 

Zakahi,  Ray  mond  J Pierre 

♦Zanka,  Jaroslav  A Rapid  City 

Zawada,  Edward  T Sioux  Falls 

Zielike,  Carol  M Rapid  City 

Zoellner,  Timothy Sioux  Palls 

♦Zvejnieks,  Ivarlis FL 


ASSOCIATE  MEMBERS 
(MEDICAL  SCHOOL  STUDENTS,  RESIDENTS) 


+Amundson,  Edw.,  MD Sioux  Palls 

#Arvold,  Bruce,  MD Sioux  Palls 

+ Bakke,  Frank,  MD PAs 

+ Bennett,  Jeanne,  MD Sioux  Falls 

+ Bray,  Kevin  B.,  MD WI 

+ Cecil,  Daniel  P.,  MD MN 

+ Culey,  Shawn,  MD WI 

+ Danielson,  Steven,  MD....  Sioux  Falls 

+ Debelius-Enemark,  Peter,  MD 

Sioux  Falls 

#Dehli,  Todd,  MD Sioux  Falls 

Dosch,  Wade Yankton 

Duchman,  Stanley Vermillion 

+ Dwyer,  David  A.,  MD TX 

+ Eccarius,  Scott  G.,  MD....  Sioux  Falls 

+ Eckrich,  Paul  C.,  MD IL 

Eisnach,  Darla Vermillion 

Flanery,  Hearther  C Sioux  Falls 


Friese,  Evan Vermillion 

+ Frost,  Steven,  MD Sioux  Falls 

Furrey,  Vincent Vermillion 

Garrity,  Alyce  L Vermillion 

+ Gebers,  Donald,  DO Sioux  Falls 

Giebink,  Robert  W., Sioux  Falls 

H-Griftln,  Brent  E,  MD Sioux  P'alls 

Grosdidier,  Jonathon  L Sioux  Falls 

Hansen,  Lornell,  II Vermillion 

+ Herrmann,  Martin,  MD.. Sioux  Falls 

+ Hicks,  Daniel,  MD MN 

Holland,  Mike  D Sioux  Falls 

#Hook,  Patti,  MD Sioux  Falls 

@Hottman,  Jeffrey  J.,  MD NE 

+ Hovland,  Michael,  MD VT 

+ Hoyer,  Jean  E.,  MD Sioux  Falls 

+ Jensen,  Richard,  MD Sioux  Falls 

+ Johnson,  Mark  W.,  MD TX 


+ Johnson,  Peter,  MD NC 

+ Kennedy,  Diane,  MD Sioux  Falls 

+ Kj'ome,  Lori,  MD Sioux  Falls 

+ Labesky,  James,  MD Vermillion 

+ Larson,  Gregory,  MD Sioux  Falls 

#Lassegard,  John  MD  Sioux  Falls 

+ Lawson,  Thomas  J.,  MD  ..Sioux  Falls 

+ Leon,  Larry,  MD Rapid  City 

+ Leyba,  Christine,  MD CA 

+ Lombardo,  Kathry  n,  MD MN 

Loosbrock,  Denise Vermillion 

+ Makers,  Joseph  M.,  MD MO 

+ Martin,  James  A.,  MD Sioux  Falls 

+ McNamara,  Gregory,  MD 

Sioux  Falls 

Meierhenry,  Mary Y'ankton 

+ Menzel,  Kent  A.,  MD Sioux  Falls 

#Mork,  Allen,  MD  Sioux  Falls 
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Morris,  Mary  I Sioux  Falls 

+ Myhre,  Kevin  A.,  MD Sioux  Falls 

+ Nelson,  David  C.,  MD Sioux  Falls 

Nesbo,  Shawn  T MT 

+ Olson,  James,  MD WA 

+ Oppedahl,  Katherine,  MD 

Vermillion 

+ Pelton,  Dawn  R.,  MD Sioux  Falls 

+ Rand,  Scott,  MD FL 

#Rath,  Mary  W.,  MD Sioux  Falls 

+ ReifTenherger,  Dan Sioux  Falls 

+ Reiners,  Michael,  MD Sioux  Falls 


+ - Resident 
# - Private  Practice 
@ - Fellow 


+ Renner,  L.  Mark,  MD Sioux  Falls 

Rezkalla,  Mahrer,  MD Sioux  Falls 

#Richardson,  James,  MD.. Sioux  Falls 

Roehmholdt,  Sheliah  J.,  MD NY 

+ Rud,  Nathan,  MD Sioux  Falls 

+ Schmitz,  John,  MD Sioux  Falls 

+ Smith,  Sandra  B.,  MD Sioux  Falls 

+ Smith,  William  J.,  MD MO 

+ Solherg,  Ronald  R.,  DO  ...Sioux  Falls 

+ Staher,  Lisa,  MD CO 

+ Strei,  Anita  M.,  MD Sioux  Falls 

Svec,  Linda  P Estelline 


+Tieszen,  Myles  E. , MD MI 

+ VanVeldhuizen,  Peter,  MD KS 

#Virnig,  Arden,  MD Sioux  Falls 

#Wagner,  George,  MD Sioux  Falls 

+ Wagner,  Rick  J.,  MD Sioux  Falls 

+ Wehh,  James,  MD FL 

Weissinger,  Mark  G Garretson 

White,  Brian  P Yankton 

+ Whitney,  David  B.,  MD....  Rapid  City 

+ Wilson,  Nancy,  MD ...Hudson 

+ Ziegler,  Candace,  MD Brandon 


Directory  of  this  Month’s  Advertisers 


Eli  Lilly  & Co.  218  & 219 

G.  D.  Searle  & Co  Cover  4 

Kahler  Financial  Group  223 

Kreisers  Inc  202 

Montana  Hosp.  Research  & Education  Found.  223 
Omaha  Mid-West  Clinical  Society  252 


SD  Blue  Shield  Cover  3 

SD  Foundation  for  Medical  Care  Cover  2 

SD  Medical  School  Endowment  Assoc.  198  & 228 
SD  Society  of  Pathologists  250 

The  Doctors’  Company  197 

US  Air  Force  200 


THE  SOUTH  DAKOTA  JOURNAL  OF  MEDICINE  thanks  these  companies  for  advertising  in  this  Journal. 


South  Dakota  Society  Of 

Pathologists 


Officers  for  1990-91 

Bradley  B.  Randall,  MD,  President 
Karla  K.  Murphy,  MD,  Vice  President 
Donald  N.  Habbe,  MD,  Secretary-Treasurer 


250 


SOUTH  DAKOTA 


Auxiliary  News 


Mollie  O.  Krafka,  President,  South  Dakota  State 
Medical  Association  Auxiliary 


My  number  three  communication/connection 
with  you  begins  with  a further  clarification  and 
reiterating  of  the  notion  of  SELF-CARE  as  regards 
auxilians  in  South  Dakota.  Each  of  us  needs  and  must 
work  to  secure  for  ourselves... 

Self-esteem  and  support 

Experience  and  expression 
Leadership  training  and  laughter 
Fun 

Celebration  and  creating 
Appropriate  medical  tests 
Refraining  from  unhealthy  habits 
Exercise  and  proper  eating 

How  (you  may  ask/wonder)  do  these  things  relate  to 
auxiliary?  I believe  that  many  of  these  and  more  can  be 


‘Facets  is  the  superb  magazine  of  the  AMA  Auxiliary.  If  you  don’t 
get  it  or  have  overlooked  it,  consider  the  fact  that  I think  it  alone  is 
reason  enough  to  pay  your  dues.  (I  will  admit  that,  like  a fool,  I did 
not  read  it  until  I was  President  of  Ninth  District  and  it  was  part  of  my 
"job"  to  read  it.  I hope  you  are  smarter  than  I was.) 


found  through  membership  in  the  auxiliary  at  all  three 
levels;  district,  state  and  national.  We  have  only  to  look. 
Note  too  that  auxiliary  is  not  an  organization  of  females 
only.  Consider  this.  The  January,  1991  issue  oi  Facets 
Magazine*  pointed  out  that  male  spouses  number  up- 
wards of  1,000.  While  that  number  represents  only 
1.35%  of  the  total,  it  is  twice  the  number  of  men  who 
belonged  to  auxiliary  in  1988!  That  is  undoubtedly 
because  male  spouses  are  noticing  that  auxiliary, 
despite  the  connotation  of  its  name,  is  a people’s  or- 
ganization. They  also  are  discovering  that  its  activities, 
strengths,  goals  and  rewards  are  androgynous  (not  to 
mention  many)! 

So  too  is  my  goal  of  SELF-CARE  androgynous!  It’s 
a "one-size-fits-all"  goal  in  a color  that  looks  great  on 
anyone!  We  are  all  in  this  together.  We  are  all  in 
medical  marriages,  and  ideally  in  a marriage,  the 
partners  support  one  another’s  life  goals.  Auxiliary 
works  very  hard  and  successfully  to  improve  the  quality 
of  life  for  all  people  as  well  as  to  improve  their  health. 
It’s  hard  to  argue  with  that  formula. 

I hope  you  will  flock  to  join  auxiliary  because  I want 
our  membership  to  grow.  The  AMA  Auxiliary  wants 
the  membership  in  South  Dakota  to  grow  by  10%  this 
year  so  it  can  do  even  more  good  work.  That  means 
retaining  this  year’s  members  and  recruiting  (or  "re- 
recruiting") about  50  additional  members  statewide. 
Are  your  ears  burning? 

The  thing  that  is  omitted  from  the  above  list  of  things 
essential  to  SELF-CARE  is  peanut  butter!  For  all  of 
you  peanut  butter  officionados...the  peanut  is  also  used 
to  produce  bleach,  axle  grease,  shampoo,  shoe  polish, 
linoleum,  plastics,  cosmetics,  ink,  glue,  wallboard,  shav- 
ing cream,  paper,  dye  and  even  explosives.  Still  hungry? 

As  for  humor.. .Read  Dave  Barry  Talks  Back,  but  do 
not  read  it  with  peanut  butter  in  your  mouth  because 
you  might  aspirate  it  while  laughing! 

Newsflash  that’s  a breath  of  fresh  air.. .Today  in  the 
US,  an  estimated  69,000  gallons  of  mouthwash  will  be 
used!  Haaaaaa!  # 
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59th  ANNUAL  POSTGRADUATE 
ASSEMBLY 

Omaha  Mid-West  Clinical  Society 

October  31,  November  1-2, 1991 
(Thursday,  Friday  and  Saturday) 

The  Red  Lion  Hotel 
Omaha,  Nebraska 

For  information,  please  contact: 

Miss  Lorraine  E.  Seibel 
Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  #205-B 
Omaha,  NE  68114 
(402)  397-1443 


16th  Annual 
South  Dakota  Perinatal 
Association  Conference 

"Clinical  Update  91" 
September  19-20,1991 
Rushmore  Plaza,  Rapid  City,  SD 

Guest  faculty  include:  Bonnie  Flood-Chez,  RNC, 
MSN,  Tampa,  FL;  Dennis  C.  Stevens,  MD,  U of 
South  Dakota;  and  Maureen  Reeves-Horsley,  RN, 
Emmetsburg,  lA.  Continuing  Medical  Education 
for  physicians  and  nurses  will  be  available. 

For  further  information  contact: 

Debbie  Meyer 
SD  Perinatal  Association 
1100  S Euclid 
Sioux  Falls,  SD  57105 
(605)  333-7155 


Infectious  Disease  Update 
In  Clinical  Practice 

Holiday  Inn  Rushmore  Plaza 
Rapid  City,  South  Dakota 
January  23-24,  1992 

Third  Annual  Conference  Sponsored  By: 
Department  of  Internal  Medicine 
University  of  South  Dakota 
School  of  Medicine 
and 

Rapid  City  Regional  Hospital 

Physicians,  nurses,  hospital  epidemiologists,  phar- 
macists and  all  students  are  encouraged  to  attend 

Contact: 

Brian  T.  Hurley,  MD 
Department  of  Internal  Medicine 
USD  School  of  Medicine 
PO  Box  5046 

Sioux  Falls,  SD  57117-5046 


McKENNAN  HOSPITAL 

7th  Annual 
CLINICAL 
UPDATE 

A Symposium  for  Physicians 

Modules  In: 
Hematology/Oncology 
Cardiology 
Infectious  Disease 
Topics  of  Current  Interest 


Friday  and  Saturday  Contact:  Marvie  Swanson 
October  11  and  12, 1991  800  E.  21st 

Holiday  Inn  City  Centre  Sioux  Falls,  SD 

Sioux  Falls,  SD  57117-5045 

(605)  339-8117 
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CONTRIBUTORS  NEEDED! 


During  the  last  four  years  the  South  Dakota 
Medical  School  Endowment  Association  has 
granted  over  260  loans  totaling  nearly  $135,000. 
These  low  interest  (6%)  loans  go  to  medical 
students  who  are  attending  the  University  of 
South  Dakota  School  of  Medicine.  The  needs 
of  these  medical  students  continue  to  increase. 
To  meet  these  needs  the  Endowment  must  have 
continued  growth  in  both  the  size  and  numbers 
of  donations. 


WE  NEED  YOUR  HELP!!! 


Please  make  your  checks  payable  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 


Nature. 


Did  you  know  that  wild  geese  have  an  instinctive  spirit  of 
cooperation  and  support  for  the  flock?  For  example,  by 
taking  off  together  it  creates  an  updraft  that  lifts  the  flock  up. 
By  flying  in  a “V”  formation  it  breaks  up  the  wind  resistance 
enabhng  the  flock  to  make  50%  more  progress.  And  if  one 
bird  falls  due  to  injury  or  exhaustion,  two  others  will  follow  it 
to  the  ground  and  stay  with  it  until  it  is  able  to  move  on. 
Cooperation  and  support  for  the  group. 

The  same  is  true  of  The  Doctors’  Company.  We  work  with 
our  doctors,  not  against  them,  by  providing  the  finest  in 
professional  habihty  insurance.  Our  competitive  rates, 
responsive  service,  interest-free  quarterly  payments,  and 
outstanding  risk  management  program  are  just  some  of  the 
reasons  why  more  and  more  South  Dakota  physicians  are 
joining  our  flock.  The  Doctors’  Company  has  the  financial 
strength  and  support  of  more  than  15,500  members 
nationwide.  But  unhke  the  migrating  geese,  we’re  in  South 
Dakota  to  stay.  We’ve  never  left  a state  to  which  we’ve 
committed  service. 

The  Doctors’  Company.  Call  us  today. 


The  Dcxttors'  Company 


The  Largest  DtJCKir-Owned.  Doctor-Managed  Insurer  in  the  USA. 

Represented  in  South  Dakota  by: 

The  Doctors’  Agency  of  South  Dakota 
(800)252-0512 


More  than  15,500  doctors  nationwide  call  us  their  company. 


Get 
all  the 
Facts. 

Sort  through  the  complexities 
of  upper-intestinal  di^osis 
at  Saint  Joseph  Hospital's 
Esophageal  and  Gastric  Laboratory. 


Before  prescribing  long-term  medical  therapy 
or  surgery,  you'll  want  to  get  all  the  facts  you  can 
about  your  patient's  upper-intestinal  problems. 
Work  with  the  professionals  at  Omaha's  most 
comprehensive  esophageal  and  gastric  lab. 

At  Saint  Joseph  Hospital,  we  have  the  testing 
facilities  you  need  to  accurately  diagnose  your 
patients  with  advanced  upper-intestinal 
problems.  And  the  results  will  be  sent  quickly 
and  directly  to  you.  So  you'll  be  able  to  make 
the  best  diagnosis  possible  using  the  history  of 
your  patient  and  the  results  of  our  tests. 

Our  lab  has  the  specialized  equipment  to 
perform  these  tests: 

* Esophageal  Manometry 

* 24-Hour  Ambulatory  Esophageal/Gastric 
pH  Monitoring 

* 24-hour  Ambulatory  Esophageal  Manometry 

* Upper  Intestinal  Endoscopy 

* Gastric  Acid  Secretion  Tests 

With  this  type  of  capability  and  commitment. 
Saint  Joseph  Hospital  continues  to  be  a pioneer 
in  esophageal  and  gastric  testing. 


Esophageal  and  Gastric  Laboratory 
601  North  30th  Street  • Omaha,  NE  68131 
(402)  449-4259 


Saint  Joseph  Hospital 


_ Creighlon  University  Medial  Center  _ 

Teaching,  healing,  leading. 

For  more  information  or  assistance  call: 
R.S.V.P.  Physician  Consultation  Service 
1-800-642-RSVP  in  Nebraska 
1-800-228-RSVP  Adjacent  States 
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Ordering  Inpatient  vs  Outpatient  Observation  Services 

SDFMC  has  been  asked  if  hospital  nursing  departments  can  be  responsible  for  determining 
whether  or  not  a patient  is  an  inpatient  or  outpatient  receiving  observation  bed  services. 
HCFA  has  indicated  to  the  PROs  that  the  patient’s  physician  determines  whether  or  not 
a patient  is  an  inpatient  or  an  outpatient  receiving  observation  bed  services. 

Generally,  the  physician  uses  a 24-hour  period  as  a benchmark  (i.e.,  if  the  physician  expects 
the  patient  to  require  a hospital  level  of  care  for  more  than  24  hours,  an  inpatient  admission 
is  usually  appropriate).  It  is  the  physician’s  expectation  of  the  length  of  time  that  the  patient 
will  require  care  that  governs  his  or  her  decision  to  admit.  (It  should  be  noted,  however, 
that  a number  of  other  factors  affect  the  decision  to  admit  and  that  the  24-hour  benchmark 
is  considered  a guide  and  not  an  absolute  limit.) 

When  SDFMC  reviews  patient  records  they  will  establish  the  physician’s  intention  as 
recorded  in  the  medical  record.  It  is  the  physician’s  intention,  based  on  his/her  expecta- 
tions, that  governs  whether  or  not  the  hospital  should  be  billing  the  case  as  an  inpatient  or 
outpatient  observation  claim. 
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ABSTRACT 

The  first  reported  case  of  hereditary  spherocytosis  (HS)  and  fl-thalassemia  in  an  American  black  is  presented. 
The  diagnosis  rested  on  clinical  presentation,  family  history  and  specialized  laboratory  findings.  The  tendency 
toward  hemolysis  of  spherocytes  and  thalassemia  red  cells  may  explain  the  severity  of  anemia  in  this  patient.  The 
clinical  course  of  these  coexistent  diseases  and  the  role  of  splenectomy  in  relieving  the  hemolytic  component  caused 
by  hereditary  spherocytosis  are  described.  A detailed  review  of  the  literature  on  HS  and  fi-thalassemia  is  also 
included. 


INTRODUCTION 

Hereditary  spherocytosis  (HS)  is  the  most  common 
inherited  anemia  afflicting  persons  of  northern- 
European  ancestry.^  It  has  intrigued  clinicians  in  the 
United  States  for  decades.  HS  is  a familial  hemolytic 
disorder  characterized  by  mild  anemia,  intermittent 
jaundice,  splenomegaly  and  uniform  responsiveness  to 
splenectomy.  In  75%  of  cases,  the  condition  is  inherited 
in  an  autosomal  dominant  fashion;  yet,  25%  of  cases 
have  a negative  family  history." 

The  thalassemias  are  a group  of  hemoglobinopathies 
in  which  there  are  genetic  disturbances  in  the  produc- 
tion of  either  the  a or  B chains  of  hemoglobin. 
5-thalassemia  results  from  a decreased  synthesis  of  the 
5-polypeptide  chains.  The  clinical  consequence  is 
microcytosis  and  hemolytic  anemia. 

Thalassemia  is  inherited  as  an  autosomal  dominant 
trait.  Heterozygotes  are  usually  asymptomatic  and 
their  condition  is  referred  to  as  thalassemia  minor  in 
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contrast  to  homozygotes  (thalassemia  major)  who 
develop  typical  symptoms  of  hemolytic  anemia.  Thalas- 
semia is  seen  with  highest  frequency  in  people  of 
Mediterranean  origin,  but  blacks  and  Asians  may  have 
certain  variants  of  the  disease.^  The  thalassemias  are 
characterized  by  splenomegaly,  pallor,  decreased 
hemoglobin  (Hgb)  and  hematocrit  (Hct)  and 
reticulocytosis.  Hemoglobin  electrophoresis  for  5- 
thalassemia  will  show  2%  to  6%  hemoglobin  F and  3% 
to  7%  hemoglobin  A2  with  the  remainder  bcingHgb  Ai. 

Increasingly,  physicians  are  recognizing  the  occur- 
rence of  hereditary  spherocytosis  (HS)  in  the  black 
population  in  the  United  States.  Because  of  the  rela- 
tively high  incidence  of  various  hemoglobinopathies  in 
blacks,  there  have  been  reports  of  the  coexistence  of  HS 
with  other  inherited  red  cell  abnormalities,"*  '^  most  fre- 
quently the  coexistence  of  HS  with  some  form  of  sickle 
cell  disease.^’^  Not  surprisingly,  anemia  is  more  severe 
in  individuals  who  have  coexistent  forms  of  hemolytic 
anemias.  ’ Coexistence  of  5-thalassemia  and  HS  has 
not  been  reported  previously  in  the  United  States.  This 
association  in  a patient  from  eastern  South  Dakota  is, 
therefore,  deemed  worthy  of  reporting  with  discussion 
of  the  diagnostic  and  therapeutic  implications. 
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CASE  REPORT 

The  patient  is  a 19-year  old  black  woman  from  eastern 
South  Dakota.  She  was  first  diagnosed  with  hereditary 
spherocytosis  in  1977,  while  being  evaluated  for  fatigue 
and  generalized  malaise.  Laboratory  data  showed  a 
hemoglobin  value  of  10.7  gm/dl,  hematocrit  of  31.3% 
and  a reticulocyte  count  of  13.8%,  and  the  peripheral 
blood  smear  showed  severe  microcytic  spherocytosis 
and  polychromasia.  Sickle  cell  and  direct  Coombs  an- 
tiglobulin tests  were  negative.  Osmotic  fragility  of  the 
RBCs  was  greatly  increased,  especially  with  the  in- 
cubated specimen.  The  patient  also  had  a positive 
family  history.  Her  father,  one  of  her  four  half-brothers, 
and  her  only  half-sister  have  known  histories  of  HS.  The 
patient  has  been  followed  for  chronic  anemia 
throughout  her  adolescence. 

The  first  hospitalization  for  symptoms  associated  with 
HS  was  16  October  1989.  She  was  two  months  postpar- 
tum and  ammenorrheic.  She  presented  to  the  hospital 
emergency  room  with  complaints  of  nausea,  vomiting 
and  abdominal  pain.  The  symptoms  developed  in- 
sidiously postpartum  and,  in  this  instance,  had  been 
exacerbated  by  the  fried  chicken  she  ate  for  lunch.  Her 
admission  chemistry  profile  revealed  total  serum 
bilirubin  of  8.8  mg/dl,  with  normal  alkaline  phosphatase 
and  a mild  elevation  of  SCOT  (77  U/I).  Microscopic 
urine  analysis  revealed  7-8  RBC/HPF  but  no  evidence 
of  pyuria.  Bile  was  also  present  in  the  urine.  A urine 
analysis  for  5-HCG  was  found  to  be  positive.  A CBC 
was  pertinent  for  a Hgb  value  of  10.1  gm/dl  and  Hct  of 
31.1%.  Ultrasound  of  the  abdomen  demonstrated  mul- 
tiple gall  stones.  An  ultrasound  done  one  year 
previously  had  been  negative.  Physical  exam  revealed 
RUO  tenderness  and  a positive  Murphy’s  sign.  The 
normal  alkaline  phosphatase  and  absence  of  a dilated 
duct  on  ultrasound  ruled  out  a common  bile  duct 
obstruction  and  favored  hemolytic  anemia  as  the  under- 
lying etiology  of  her  anemia. 

The  next  step  in  patient  care  was  to  obtain  a surgical 
consult  for  cholecystectomy  and  consideration  of  elec- 
tive splenectomy.  Cholecystectomy  with  intraoperative 
cholangiogram  was  performed  on  19  October  1989. 
The  cholangiogram  was  normal.  A repeat  fi-HCG  test 
was  performed  and  was  positive.  Splenectomy  was  not 
performed  at  this  time  because  of  the  patient’s  health 
status. 

During  surgery  the  abdomen  was  explored  and  the 
spleen  found  to  be  grossly  enlarged.  The  uterus  was 
gravid  but  otherwise  normal.  The  liver  was  palpably 
normal.  A needle  biopsy  of  the  liver  was  performed  to 
rule  out  parenchymal  problems.  The  pathology  report 
on  operative  findings  described  chronic  cholecystitis. 
Several  dark  brown  granular  (bile  pigmented)  stones 
were  found  within  the  gallbladder.  Microscopically, 


fatty  degeneration  of  the  liver  and  mild  cholestasis  were 
identified  from  the  liver  biopsy. 

On  23  June  1990  the  patient,  now  18  years  old, 
delivered  her  third  child.  Vaginal  delivery  of  a healthy, 
8 lb  5 oz  female  was  without  complications  to  the  child; 
however,  the  patient’s  anemia  worsened.  Prior  to 
delivery,  her  Hgb  was  7.2  gm/dl  and  Hct  was  21%;  the 
platelet  count  was  80,000.  As  a single  parent,  the 
patient  was  obligated  to  return  home  two  days  after 
delivery. 

Three  weeks  post-partum,  the  patient  developed 
signs  and  symptoms  of  a urinary  tract  infection.  She  was 
admitted  to  the  hospital  for  pyelonephritis  on  14  July 
1990.  On  admission,  she  had  a temperature  of  102°  F, 
orally.  She  complained  of  frequent,  urgent  and  burning 
urination.  Urine  analysis  revealed  pyuria  and  urine 
culture  grew  out  E.  coli,  present  in  greater  than  10^ 
colonies/ml.  The  chemistry  profile  revealed 
hypokalemia  and  mild  elevation  of  LDH  at  280  U/I. 
Alkaline  phosphatase  was  normal.  Total  serum 
bilirubin  was  2.8  mg/dl.  White  blood  count  was  9,300 
with  19%  bands,  Hgb  6.9  gm/dl,  Hct  20.9%,  platelets 
104,000,  Reticulocyte  count  13.3%,  and  four  nucleated 
RBC/HPF.  On  physical  exam,  the  sclera  was  cloudy, 
but  non-icteric.  A II/VI  systolic  ejection  murmur  was 
heard  along  the  left  sternal  border  that  radiated  into  the 
neck.  The  abdomen  had  a spleen  tip  that  was  palpable 
6 cm  below  the  costal  margin  and  was  mildly  tender. 
The  liver  percussed  out  to  9 cm  and  along  with  the 
remainder  of  the  exam  was  within  normal  limits. 

The  severity  of  anemia  in  this  patient  was  considered 
unusual  for  hereditary  spherocytosis.  Other  comor- 
bidities that  could  account  for  the  severity  of  the 
anemia,  such  as  sickle  cell  and  G6PD  deficiency,  had  to 
be  ruled  out.  The  appropriate  tests  were  ordered  and 
included:  hemoglobin  electrophoresis  andG6PD  quan- 
titation. The  G6PD  content  of  red  blood  cells  was  9.6%, 
which  is  normal.  Hgb  electrophoresis  revealed  an  in- 
crease in  Hgb  A2  at  6.7%  and  HgbF  at  4.1%.  These 
data  revealed  a second  red  blood  cell  defect  known  as 
5-thalassemia.  The  best  management  at  this  time  was 
a blood  transfusion  to  get  the  patient’s  Hgb  above  10 
gm/dl  and  the  appropriate  antibiotics.  Once  an  ade- 
quate Hgb/Hct  was  obtained,  a splenectomy  could  be 
postponed  temporarily,  to  allow  treatment  of  her 
pyelonephritis. 

On  31  July  1990,  the  patient  was  hospitalized  for 
severe  anemia.  On  admission,  her  Hgb  was  3.8  gm/dl 
and  her  Hct  was  17.3%.  MCV  was  91.9  and  MCHC, 
34.3.  She  was  then  taken  to  surgery  on  1 August  1990 
where  a splenectomy  was  performed  in  an  effort  to 
maintain  a higher  Hct  and  Hgb.  The  spleen  was  grossly 
enlarged  and  weighed  1580  gm.  Microscopic  sections 
of  spleen  demonstrated  small  islands  of  white  pulp 
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interspersed  with  expanded  sinusoids  of  red  pulp  filled 
with  large  numbers  of  red  cells  and  congested  red  pulp. 

The  patient  was  discharged  three  days  postoperativc- 
ly.  Her  Hgb/Hct  had  stabilized  at  ^ 10.7  gm/dl/33.1%. 
Evaluation  six  months  postoperativcly  revealed  a mild 
anemia.  The  patient’s  Hgb  was  9.6  gm/dl  and  Hct  was 
36%. 

DISCUSSION 

We  have  described  the  clinical  course  of  a young  black 
woman  with  hereditary  spherocytoses.  She  developed 
severe  anemia,  splenomegaly,  jaundice,  and 
cholelitheasis  requiring  cholecystectomy  after  the  birth 
of  her  first  child.  She  developed  severe  anemia  during 
her  third  pregnancy  and  a diagnosis  of  5-thalassemia 
was  made.  The  patient  underwent  a splenectomy  ap- 
proximately two  months  after  the  birth  of  her  third 
child,  and  her  Hgb/Hct  stabilized  at  approximately  10 
gm/dl  and  36%  respectively. 

Epidemiology 

HS  occurs  world-wide  and  in  all  races.  It  is  con- 
sidered to  be  the  most  common  inherited  hemolytic 
anemia  among  people  of  northern  European  descent. 
Although  less  common  in  southern  European  and 
African  countries,  HS  has  been  documented  in 
American  blacks.  The  incidence  of  HS  in  the  United 
States  has  been  estimated  at  220  cases  per  million 
population. 

Pathophysiology 

Hereditary  spherocytosis  is  an  inherited  hemolytic 
anemia  characterized  by  defective  erythrocytic 
membranes.  The  precise  cellular  defect  is  unknown  but 
is  thought  to  involve  altered  bioavailability  of  spectrin, 
one  of  the  protein  building  blocks  of  the  erythrocyte 
cytoskeleton.  Consequently,  the  erythrocytes  become 
spherical  and  hyperchromic  because  of  their  thickness. 
The  abnormal  cells  are  unusually  fragile,  so  that  their 
life  span  is  reduced.  The  spleen  usually  enlarges,  owing 
to  its  role  in  destruction  of  the  defective  cells. 

Two  major  factors  are  thought  responsible  for  the 
hemolytic  anemia  seen  in  HS;  (1)  an  intrinsic  red  blood 
cell  defect,  and  (2)  an  intact  spleen  that  sequesters  the 
intrinsically  abnormal  HS  cells.  The  intrinsic  com- 
ponent is  proven  by  cross-transfusion  studies. 
Involvement  of  the  spleen  is  demonstrated  by 
splenomegaly  and  the  uniform  response  of  HS  patients 
to  splenectomy.  Splenectomy  permits  relatively  normal 
red  blood  cell  survival  despite  the  persistence  of  the 
abnormal  cells. 

In  thalassemias,  an  insufficient  amount  of  hemoglobin 
fills  the  red  cells.  In  5-thalassemia,  the  5 chains  are 
defective  and  the  a chains  are  normal  and  produced  in 


compensatory  excess.  The  greater  the  imbalance  be- 
tween 5 chain  production  and  a chain  production,  the 
more  severe  the  disorder.  The  discrepancy  is  least  in 
blacks,  which  is  why  the  clinical  disorder  is  milder  in  this 
racial  group.  The  unbalanced  synthesis  leads  to 
precipitation  of  the  normal  chains,  which  are  in  relative 
excess.^"*  The  precipitated  hemoglobin  causes  prema- 
ture red  cell  death  (intramedullary  hemolysis, 
ineffective  erythropoiesis  or  in  the  blood  stream,  shor- 
tened survival  of  RBC). 

Clinical  Presentation  and  Diagnosis 

Anemia,  jaundice,  splenomegaly  and  cholelitheasis, 
singly  or  together,  are  the  most  commonly  encountered 
clinical  features  of  hereditary  spherocytosis.  The 
patient  may  initially  present  with  pallor,  general  malaise 
and  easy  fatiguability.  Vague  abdominal  complaints  are 
not  uncommon.  These  may  be  secondary  to  cholecys- 
titis or  from  an  enlarged  spleen  causing  LUQ  fullness. 
Splenic  infarction  may  cause  acute,  severe  abdominal 
pain. 

TABLE  I 

Diagnostic  Essentials  of  Hereditary  Spherocytosis 
Anemia 
Splenomegaly 
Jaundice  - intermittent 
Malaise 

Abdominal  discomfort 
Spherocytosis 

Increased  RBC  cosmetic  fragility 
Negative  Coomb  test 


TABLE  II 

Diagnostic  Essentials  of  5-Thalassemia 
Mild  anemia 
Family  history 

Normal  to  elevated  red  cell  count 
Patient  usually  is  of  Mediteranean  extraction,  southern 
Chinese  or  black 


The  anemia  of  HS  tends  to  be  mild.  It  may  be  inten- 
sified during  infection,  following  trauma  and  during 
pregnancy.  Jaundice  is  likely  to  be  most  prominent  in 
the  newborn  period.  Thirty  to  fifty  percent  of  adults 
with  HS  have  a history  of  jaundice  during  the  first  week 
of  life.^^’^^  Beyond  the  neonatal  period,  jaundice  is 
rarely  intense,  as  with  other  chronic  hemolytic  disor- 
ders, HS  is  attended  by  a high  incidence  of 
cholelithiasis.  Gallstones  of  the  pigment  type  may  be 
found  in  children  as  young  as  3 years  of  age  and  are 
present  in  40%  to  85%  of  adults.^ 

Patients  with  5-thalassemia  minor  usually  have  no 
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symptoms.  The  spleen  may  be  slightly  enlarged,  cause 
LUQ  fullness  or  abdominal  discomfort  similar  to  that 
described  in  HS  patients. 

Laboratory 

The  anemia  of  HS  is  readily  diagnosed  by  CBC;  how- 
ever, it  may  be  so  mild  as  to  be  clinically  silent.  On 
microscopic  examination,  red  cells  appear  spherical 
and  diminished  in  size;  hence,  the  term  micro- 
spherocyte.  Although  red  cell  morphology  is 
distinctive,  it  is  not  diagnostic  of  hereditary 
spherocytosis.  The  mean  corpuscular  volume  (MCV) 
is  normal  to  slightly  decreased  and  the  mean  corpus- 
cular hemoglobin  concentration  (MCHC)  is  often 
elevated  (36%-4f)%).^  There  are  varying  degrees  of 
polychromatophilia  and  normoblastosis.  The  white  cell 
and  platelet  counts  may  be  moderately  elevated  secon- 
dary to  bone  marrow  hyperplasia.  Bone  marrow  biopsy 
exhibits  marked  compensatory  erylhroid  hyperplasia. 

Indirect  serum  bilirubin,  fecal  urobilinogen  and 
serum  iron  are  all  elevated.  Hemoglobinemia  is  not 
usually  seen  because  hemolysis  occurs  in  the  spleen  and 
not  intravascularly.  Osmotic  fragility  is  charac- 
teristically increased.  This  assay  is  a measure  of 
spheriodicity.  Having  a low  ratio  of  membrane  surface 
area  to  volume,  spherocytes  are  unable  to  withstand  the 
introduction  of  small  amounts  of  free  water  that  occurs 
when  they  are  placed  in  hypotonic  solutions. 

The  anemia  associated  with  B-thalassemia  minor  is 
usually  mild  and  clinically  silent.  The  Hgb  does  not  fall 
below  9 gm/dl  in  uncomplicated  cases.  The  red  cell 
count  may  be  normal  or  elevated.  Although  not  diag- 
nostic, the  peripheral  blood  smear  is  characteristic. 
There  is  considerable  anisocytosis  in  red  cell  morphol- 
ogy. The  diameter  of  most  red  cells  is  diminished. 
Some  hypochronic  macrocytes  may  be  seen.  Target 
cells  and  stippled  cells  are  commonly  seen. 
Reticulocytosis  varies  from  l%-9%. 

Bone  marrow  biopsy  shows  increased  numbers  of 
nucleated  red  cells  with  5-thalassemia  minor. 
Hemoglobin  electrophoresis  usually  shows  an  increase 
in  the  A2  fraction.  Fetal  hemoglobin  may  be  increased 
up  to  6%  in  nearly  50%  of  these  patients. 

Differential  Diagnosis 

There  are  many  causes  of  anemia.  Once  a clearly 
hemolytic  process  has  been  detected,  the  diagnostic 
possibilities  are  reduced  and  an  orderly  plan  of  inves- 
tigation, leading  to  a specific  diagnosis,  can  be 
formulated.  (Table  III) 

HS  and  5-thalassemia  are  classified  as  inherited 
hemolytic  disorders  due  to  intrinsic  RBC  defects.  The 
presence  of  an  intrinsic  hemolytic  disorder  is  suggested 
by  evidence  of  a similar  hemolytic  disorder  in  a blood 


relative,  a history  of  persistent  anemia,  recurring  jaun- 
dice or  the  development  of  gallstones  before  the  age  of 
30  years.  A negative  Coombs  test  result  is  needed  to 
rule  out  autoimmune  hemolysis.  Ancestry  that  is 
Jewish,  Negro,  Mediterranean,  or  Southeast  Asian  is 
important  because  of  the  higher  incidence  of  thalas- 
semia, sickle  cell  hemoglobin  and  HS  in  these 
populations.  Laboratory  tests  used  in  the  differential 
diagnosis  are  described  in  Table  IV. 


TABLE  III 

Types  of  Hemolytic  Anemia 

Extrinsic 

1.  Extrinsic  factors 

a.  Splenomegaly 

b.  Antibody:  immunobemolytic  anemias 

c.  Mechanical  trauma:  microangiopathic 
hemolytic  anemia 

d.  Direct  toxic  effect:  malaria,  clostridial 
infection,  etc. 

2.  Membrane  abnormalities 

a.  Spur  cell  anemia 

Intrinsic 

1.  Membrane  abnormalities 

a.  Paroxysmal  nocturnal  hemoglobinuria 

b.  Hereditary  spherocytosis  (rare: 
elliptocytosis,  stomatocytosis) 

2.  Abnormalities  of  red  blood  cell  interior 

a.  Enzyme  defects 

b.  Defects  in  the  hexose  moophosphate  shunt 

c.  Hemoglobinopathies 

1.  Thalassemias 

2.  Sickle  cell  anemia 


TABLE  IV 

Hemolytic  Anemia  Due  to  Intracorpuscular  Defects 
Laboratory  tests 
Peripheral  blood  smear 
Sickle  cell  preparation 

Hemoglobin  electrophoresis  for  abnormal  hemoglobin 
and  for  measurement  of  A2  and  F hemoglobins 
Screening  for  heat-unstable  hemoglobin 
Tests  for  osmotic  fragility  (including  incubation)  and 
autohemolysis 

Enzyme  screening  for  G-6-PD  and  pyruvate  kinase  (PK) 
deficiencies 

Urinary  hemosiderin  and  sucrose  analysis  test;  if 
positive,  acid  hemolysis  test 


All  of  these  tests  should  not  be  performed  at  once, 
because  some,  such  as  acid  hemolysis  and  osmotic 
fragility  tests,  are  time-consuming  and  expensive.  The 
peripheral  smear  should  be  examined  carefully  first, 
because  it  may  provide  excellent  clues  to  the  correct 
diagnosis. 
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Increased  numbers  of  spherocyles  with  only 
moderate  anisocytosis,  suggest  HS.  In  most  cases,  the 
blood  smear  of  immediate  family  members  will  detect 
at  least  one  similar  case.  Spherocytes  are  seen  in  large 
numbers  on  a routine  smear  from  patients  with  autoim- 
mune hemolytic  anemia.  Spherocytosis  may  be  seen  in 
patients  with  cirrhosis  or  hypersplenism  secondary  to 
chronic  infections  and  in  the  thick  areas  of  a normal 
blood  smear. 

Basophillic  stippling,  best  detected  at  high  magnifica- 
tion in  the  large  polychromatophilic  red  cells  suggests 
abnormal  RNA.  This  finding  is  common  in  thalassemia 
and  greatly  helps  in  differentiating  this  disease  from 
iron  deficiency  anemia,  which  produces  an  otherwise 
similar  smear.  However,  basophilic  stippling  is  not 
pathognomonic  for  B-thalassemia.  If  the  peripheral 
smear  suggests  a specific  diagnosis,  additional  tests  to 
support  that  diagnosis,  such  as  hemoglobin 
electrophoresis,  should  be  requested  by  the  clinician. 

In  conclusion,  the  diagnosis  can  only  be  made  in 
consideration  of  the  history  of  present  illness,  past 
medical  history,  family  and  social  history  in  addition  to 
the  physical  exam  and  lab  work. 

Treatment  and  Prognosis 

There  is  no  medical  treatment  for  hereditary 
spherocytosis.  Blood  transfusion  is  rarely  indicated, 
except  during  an  aplastic  crisis.  The  only  treatment  for 
HS  is  splenectomy,  which  is  functionally  curative. 
Spherocytosis  continues,  but  the  RBC  survival  time  is 
no  longer  decreased,  because  the  spleen  was  the  organ 
responsible  for  the  premature  destruction  of  the  RBC. 
The  reticulocyte  count  decreases,  but  usually  remains 
around  1.5%.^  Osmotic  fragility  continues  to  be  in- 
creased. When  splenectomy  is  performed, 
pneumococcal  immunization  or  the  prophylactic  ad- 
ministration of  penicillin  is  recommended.^^  If 
splenectomy  fails  to  eliminate  evidence  of  hemolysis, 
the  accuracy  of  a diagnosis  of  HS  should  be  seriously 
questioned  or  the  presence  of  an  accessory  spleen  con- 
sidered. 

In  B-thalassemia  minor  no  treatment  is  required. 
Iron  therapy  must  be  avoided,  as  it  is  ineffective  and 
results  in  hemochromatosis.  During  pregnancy,  trans- 
fusions may  be  necessary  to  maintain  hemoglobin  levels 
above  10  g/dl.  Patients  with  the  5-thalassemia  minor 
and  those  with  HS  have  normal  life  spans. 
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President's  Page 


Richard  I.  Porter,  MD,  President,  South  Dakota  State 
Medical  Association 


I had  another  column  that  was  prepared  for  this 
month’s  President’s  Page  but  with  the  sudden  and 
potentially  dangerous  developments  in  Russia  (as  I 
write  it  is  early  Monday  morning,  August  19,  1991).  I 
felt  it  quite  appropriate  to  discuss  the  politics  of 
medicine  and  the  choices  each  of  us  as  citizens  of  this 
great  country  are  PRIVILEGED  to  make.  I would  like 
to,  if  I may,  cite  Webster’s  definition  of  citizen,  "an 
inhabitant  of  a country,  especially  one  entitled  to  the 
rights  and  privileges  of  a free  man".  It  goes  on  to  give  a 
further  definition,  "a  person  owing  allegiance  to  and 
entitled  to  the  protection  of  a sovereign  state".  Regard- 
ing allegiance,  I would  recommend  you  take  the  thirty 
minutes  it  takes  to  read  James  Clavell’s,  TJie  Children’s 
Story. 

By  now,  I am  sure  you  are  wondering  where  I am  going 
with  all  of  this!  The  fact  is,  we  just  returned  from  the 
Executive  Commission’s  retreat  in  Minnesota.  As  you 
all  are  well  aware,  the  Executive  Commission  is  made 
up  of  physicians  with  outstanding  leadership  creden- 
tials who  were  ELECTED  BY  YOU  TO  REPRESENT 
YOU!  A privilege  only  obtainable  in  a democracy! 

By  the  grace  of  God  we  were  given  the  gift  of  enough 
native  intelligence  to  be  able  to  pursue  a lifetime  career 


in  a profession  we  all  love.  Our  country  and  its  form  of 
government  allowed  us  the  freedom  to  make  this  choice 
and  also  made  available  the  necessary  tools,  i.e.,  school, 
financial  aid,  and  the  right  to  pray  to  the  God  of  our 
choice  when  things  got  rough. 

Which  leads  me  to  the  subject  of  SoDaPAC,  and 
politics  in  general.  SoDaPAC,  as  you  know,  is  involved 
in  informing  your  ELECTED  officials  medicine’s  posi- 
tion on  medical  legislation. 

Hopefully  by  the  time  this  column  reaches  the  press, 
the  stirrings  in  Russia  will  have  abated.  However,  I think 
we  all  need  to  take  time  occasionally  to  realize  how  very 
unique  our  system  is,  and  also  how  fragile  it  is  should  it 
begin  to  be  taken  for  granted.  If  you  are  not  involved  in 
the  politics  of  this  great  nation,  then  by  all  means  get 
involved!  Please  don’t  take  all  these  great  gifts  for 
granted.  # 
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has  the  right  answers 


■ Rapid  epigastric  pain  relief""^ 


Fast  and  effective  ulcer  healing”’ 


‘Most  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 
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AXID®  (nizatidine  capsuies) 

Brief  Summary.  Consult  (he  package  Insert  tor  complete  prescribing  Information 
Indications  and  Usage:  1 >tdrv«  (/(ycxyena/tz/cer-tor  up  to  8 weeks  ol  treatment.  Most 
patients  heal  within  4 weeks. 

2 Msinlenance  ffierapy^tor  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h.s.  The  consequences  o(  therapy  with  ^(ld  (or  longer  than  1 year 
are  not  known 

Contraindications:  Known  hypersensitivity  to  the  drug  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observ^.  Hj-receptor  antagonists,  including  Axid. 
should  not  be  administered  to  patients  with  a history  ol  hypersensitivity  to  other 
H;  leceptor  antagonists 

Precautions;  Genera/- 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  ol  gastnc  malignancy 
2-  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency 
3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 
Lstwatory  fesfs-False-positive  tests  for  urobilinogen  with  Multistix^  may  occur 
dunng  therapy 

Drug  /rttef3Clions-No  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide.  lorazepam.  Iidocaine,  phenytoin,  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interactions  mediated  by 
inhibition  ol  hepatic  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3,900  mg)  of  aspthn  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine.  150  mg  b.i.d.,  was  administered  concurrently 
C^ranogenesis.  Mutagenesis.  Impairment  of  Fertility-  A 2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  effect.  There  was  a 
dose-related  increase  in  the  density  ol  enterochromatfin-like  (ECL)  cells  in  the  gastnc 
oxynbe  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplasbc  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  ot  Axid 
(2,000  mg/kg/day,  about  330  hmes  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepadc  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  ot  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  histoncal  control  limits  seen  for  the  strain 
of  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ol  mild  liver  injury  (transaminase  elevations)  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  ol  a caranogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  hmes  the  human  dose),  and  a negative 
mutagenioty  battery  are  not  considered  evidence  ot  a carcinogenic  potential  tor  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxiaty,  including  bactenal  mutation  tests,  unscheduled  ONA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronudeus  test. 

In  a 2-generation,  pennatal  and  postnatal  fertility  study  in  rats,  doses  ot  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
ot  parental  animals  or  their  progeny 

Pregnancy-Teratogenic  Ettects-Pregnancy  Category  C-0ra\  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  ol  impaired  fertility  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  hmes  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  tetal  weights.  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  f fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizatidine  should  be  used  dunng  pregnancy 
only  if  the  potential  benefit  justiries  the  potential  risk  to  the  fetus 
Nursing  Motfiers- Studies  in  lactating  women  have  shown  that  01%  of  an  oral 
dose  IS  secreted  in  human  milk  in  proportion  to  plasma  concentrations  Because  ol 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pediatric  t/se-Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  F^fte/J/s- Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  ol  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  m the  disposition  ot 
nizatidine  Elderly  patients  may  have  reduced  renal  function 
Adverse  Reactions:  Climcal  tnals  of  varying  durations  included  almost  5,IX)0  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  ol 
over  1,900  nizatidine  patients  and  over  1.300  on  placebo,  sweating  (1%  vs  0.2%), 
urticana  (05%  vs  <001%).  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a vanely  of 
less  common  events  were  due  to  the  drug. 

//epa//c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  SCOT  or  S6PT  and,  in  a single  instance, 
S6PT  was  >2,000  lU/L.  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  ot  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  ot  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  /Vxid  and  in  3 
untreated  subjects 

CAfS-Rare  cases  ol  reversible  mental  contusion  have  been  reported. 
Endocrine-C\\n\ca\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  ol  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely 

Hematologic -fa\a\  thrombocylopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  Hj-receptor  antagonist  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  ol  thrombocytopenic  purpura 
have  been  reported 

/n/egume/)/a/-Sweating  and  urticaria  were  reported  significantly  more  frequenlly 
in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermatitis  were 
also  reported 

Hypersensitivity -^s  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphylaxis 
lollowing  nizatidine  administrabon  have  been  reported.  Rare  episodes  of  hypersensitivity 
reactions  (eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Of/ier-Hyperuricemia  unassocialed  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia.  fever,  and  nausea  related  to  nizatidine  have  been  reported 
Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  It  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monilonng  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  ot  nizatidine  due  to  its  large  volume  ot  distribution 

PV  2091  AMP 
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Robert  Hayes,  MD,  Wall,  died  July  30.  Born  April  9, 
1921,  in  Huntsville,  Ohio,  he  grew  up  in  Ohio  and  in 
Davenport,  Iowa;  graduate  ! from  St.  Ambrose  Col- 
lege, Davenport,  in  1943  and  received  his  medical 
degree  from  the  University  of  Iowa  in  1950. 

He  served  in  the  Navy  in  the  South  Pacific  from 
1943  to  1946.  He  was  very  active  in  the  South 
Dakota  National  Guard,  attaining  the  rank  of 
colonel.  He  s jrved  as  state  surgeon  for  the  National 
Guard  and  as  a consultant  to  the  Army  Surgeon 
General’^  Advisory  Counsel  for  Reserve  Officers 
before  retiring  after  43  years  of  military  service.  In 
1964,  Dr  Hayes  received  the  Minute  Man  trophy 
from  the  National  Guard  and  the  Army  National 
Guard  Distinguished  Service  Medal  for  services  re- 
lated to  the  Rapid  City  flood  in  1972. 

In  1951,  Dr  Hayes  started  his  practice  in  Winner, 
where  he  practiced  until  1966.  He  then  served  one 
year  as  a medical  officer  for  the  United  States  Public 
Health  Services  at  Nha  Trang,  South  Vietnam.  From 
1966  to  1970,  he  served  as  program  coordinator  for 
the  South  Dakota  Division  of  the  Nebraska-South 
Dakota  Regional  Medical  Program,  and  as  a profes- 
sor of  clinical  medicine  at  the  USD  School  of 
Medicine.  He  was  state  health  officer  and  secretary 
of  the  State  Department  of  Health  from  1970  to  1975. 
He  was  director  of  the  physician  extender  program 
at  USD,  chief  of  professional  services  for  the  State 
Department  of  Health  and  a staff  member  of  the 
Veterans  Administration  Hospital  in  Fort  Meade. 
He  was  a medical  adviser  to  the  Wall  Clinic  from  1975 
until  his  retirement  in  1987.  He  was  instrumental  in 
implementing  the  Physicians  Assistant  program  and 
expanding  the  USD  School  of  Medicine  into  a four- 
year,  degree-granting  program. 

He  was  a member  of  the  State  Medical  Associa- 
tion, serving  as  Speaker  of  the  House  of  Delegates 
from  1960  to  1961  and  1967  to  1968,  as  president  elect 
and  president  from  1962-1964.  He  received  the  State 
Medical  Association’s  A.  H.  Robins  Community  Ser- 
vice Award  in  1972,  the  State  Public  Health  Associa- 
tion G.  J.  Van  Heuvelen  Award  in  1976,  the  State 
Public  Health  Association  Outstanding  Achieve- 
ment Award  in  1976,  the  State  Association  of 
Physicians  Assistants  Award  in  1977,  the  C.  B.  Alford 
Public  Health  Award  and  the  USD  School  of 
Medicine  Outstanding  Performance  Award  in  1985. 

Survivors  include  his  wife,  Beverly,  Wall;  three 
sons:  Robert,  Sioux  Falls;  Timothy  and  John  both  of 
Rapid  City;  three  daughters:  Kristine  Hoftiezer, 
Clear  Lake;  Janet  Hines,  Sturgis;  and  Deborah  Zim- 
merman, Washington,  DC;  10  grandchildren;  his 
mother,  Marian  Hayes,  Macon,  GA;  a sister,  Judy 
Caldwell;  and  a brother,  Channing. 


Robert  Van  Demark,  Sr,  MD  was  recertified  by  the 
American  Board  of  Orthopaedic  Surgery  following  the 
July  examinations  in  Chicago. 

Dr  Richard  Porter  of  Yankton,  has  been  reappointed  to 
the  State  Board  of  Medical  Examiners  by  Governor 
Mickelson.  The  appointment  begins  immediately  and 
expires  July  1,  1996. 

Dr  Larry  Alexander,  pathologist  in  Aberdeen,  has  been 
elected  a Fellow  of  the  College  of  American 
Pathologists  (CAP).  Dr  Alexander  is  also  board 
certified  in  anatomic  pathology. 

More  than  500  persons  attended  an  open  house  recently 
to  honor  Dr  E.  F.  Kalda  on  his  retirement  after  more 
than  40  years  of  medical  practice  in  Platte.  The  event 
was  sponsored  by  the  Platte  Community  Memorial 
Hospital  and  Nursing  Home  and  the  Platte  Hospital 
and  Nursing  Home  Auxiliary.  Dr  Kalda  plans  to  keep 
busy  by  pursuing  his  hobbies  of  gardening,  golfing, 
wood  working  and  fishing. 


Parry  Nelson,  MD,  Watertown,  died  July  30.  Dr 
Nelson  was  born  June  28,  1922,  at  Stickney.  He 
graduated  from  Stickney  High  School,  took  his  pre- 
med  at  Dakota  Wesleyan  and  received  his  medical 
degree  from  the  University  of  Nebraska  Medical 
School  at  Omaha. 

He  completed  his  internship  at  Anchor  Hospital 
in  St.  Paul,  Minnesota.  He  then  served  two  years  in 
the  US  Army.  On  June  10, 1946,  he  married  Arlene 
Hindman  in  Watertown. 

Dr  Parry  practiced  medicine  in  Watertown  from 
1960  until  his  retirement  in  1990. 

He  was  a member  of  the  Cosmopolitan  Club, 
South  Dakota  State  Medical  Association,  American 
Medical  Association  and  the  Second  District  Medi- 
cal Society.  He  also  served  on  various  committees 
and  held  offices  in  these  organizations.  He  served 
on  the  Jenkins  Board  and  Dakota  Wesleyan’s  Board 
for  many  years.  Dr.  Nelson  acted  as  chief  of  staff  for 
each  of  the  hospitals  in  Watertown. 

He  is  survived  by  his  wife;  four  sons:  James  of 
Escondido,  CA,  Dale  of  Kodiak,  AK,  Steven  of 
Watertown,  and  Keith  of  Aberdeen;  a brother,  Mer- 
wyn  of  Springfield,  IL;  a sister,  Mrs  (Darryl) 
Elizabeth  Patten  of  Mitchell;  and  two  grandchildren. 
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Dr  Jessie  Easton  of  Sioux  F'alls,  has  been  reappoinled 
by  (lovernor  Miekelson  tt)  the  Planning  Couneil  on 
Developmental  Disabilities.  Her  appointment, 
elfeetive  immediately,  will  run  until  .Inly  1,  1994. 

♦!*  H*  H* 

August  199 1 marks  25  years  as  an  employee  of  the  South 
Dakota  State  Medieal  Association  for  Jan  Anderson, 
An  open  house  luncheon  was  held  at  the  Association 
office. 

Jan,  now  a vice  president,  started  working  as  a 
secretary  for  the  Association  in  1966.  At  that  time  the 
Association  was  staffed  by  only  3 people  and  was  as- 
sociated with  South  Dakota  Blue  Shield.  She  has  seen 
many  changes  at  the  Medical  Association  in  the  past  25 
years.  Congratulations  Jan!!! 

Hi  ^ ^ 

Loren  Tschetter,  MD,  Sioux  Falls,  is  one  of  twelve  rural 
and  metropolitan  Minnesota,  North  Dakota,  South 
Dakota  and  Wisconsin  physicians  to  be  selected  for  a 
Bush  Medical  Fellowship  Award  this  year.  Dr  Tschetter 
will  use  the  award  for  a period  of  advanced  study  in 
medicine  especially  relating  to  the  area  of  medical 
administration.  This  subject  is  of  particular  interest  to 
Dr  Tschetter  and  will  expand  the  scope  of  medical  care 
in  this  area. 

A board  certified  general  surgeon  from  Yankton,  Dr  H. 
Lars  Aanning,  recently  completed  a program  on 
advanced  laparoscopic  techniques  in  surgery  in 
Atlanta,  GA.  This  new  surgical  procedure  allows  major 
surgeries,  such  as  removal  of  the  gall  bladder  or 
appendix,  to  be  performed  using  the  laparoscope. 
Shorter  hospitalization,  less  postoperative  pain  and  an 
earlier  return  to  normal  activities  are  some  of  the 
advantages  to  this  method  of  surgery. 

Dr  JelTrey  Liudahl  of  Yankton  was  appointed  by  the 
Governor  to  serve  on  the  South  Dakota  Board  of 
Hearing  Aid  Dispensers.  This  appointment  is  effective 
immediately  and  expires  in  i994. 

Edward  T.  Zawada,  Jr,  MD,  professor  and  chairman. 
Department  of  Internal  Medicine,  USD  School  of 
Medicine,  has  been  certified  as  a clinical 
pharmacologist  by  the  American  Board  of  Clinical 
Pharmacology. 

Rapid  City  physician,  Robert  L.  Ferrell,  MD,  has  been 
appointed  by  Governor  Miekelson  to  serve  on  a 
12-member  committee  appointed  to  study  the 


hazardous  waste  i.ssue  in  South  Dakota. 

H:  Hi  ^ 

About  200  friends  and  family  members  gathered  at  the 
Volga  City  Park  to  help  Dr  Alonzo  P.  Peek  celebrate  his 
90th  birthday.  Memorie.s,  a little  "roasting"  and  .some 
testimonial  tributes  were  shared,  along  with  good  food. 
Dr  Peeke  received  over  100  "Doc"  stories  from  his 
friends  and  family  around  the  country  and  across  the 
years,  from  his  childhood  days  in  the  Shanghai 
American  School,  through  college  and  medical  school, 
and  his  62  years  in  Volga  and  the  surrounding 
countryside.  The  stories  were  gathered  into  a book  of 
memories  for  him.  # 
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A Survey  of  Students’  Attitudes  Toward 
Medical  School  and  Factors  Motivating 
Them  to  Become  Physicians 

Josephine  A.  Kahler,  RN,  Ed.D^ 

Douglas  J.  Soule,  Ph.D^ 


ABSTRACT 

During  the  1981-1982  academic  year  a study  was  undertaken  to  assess  medical  students’  opinions  on  various 
occupational/personal/demographic  issues.  Results  demonstrated  that  a typical  USD  School  of  Medicine  student 
was  family  medicine  oriented,  wanted  to  enter  private  practice,  and  viewed  his/her  calling  into  medicine  as  primarily 
altruistic  in  nature. 


The  purpose  of  this  research  was  to  identify 
motivational  factors  that  influence  a student’s 
decision  to  enter  medicine  as  a profession;  identify  how 
well  students  perceive  their  adjustment  to  medical 
school;  identify  if  students  perceive  themselves  as 
leaders;  compare  demographic  characteristics  of  this 
study  population  with  other  groups. 

REVIEW  OF  LITERATURE 

Literature  pertaining  to  motivational  factors  that  in- 
fluence students  to  choose  medicine  as  a career  choice 
are  limited  to  articles  by  Robbins,  Robbins  & Katz, 
Gelieter  & Stern  1983. 

(1)  They  found  the  most  important  reasons  for  entering 
medicine  include; 

(a)  interest  in  science, 

(b)  helping  people, 

(c)  having  a career.  Rank  order  of  these  variables 
differed  between  the  sexes. 

A medline  search  failed  to  identify  pertinent  litera- 
ture in  regard  to  adjustment  to  medical  school  and 
leadership  dimensions. 

Research  on  future  occupational  plan  indicates  that 
sexual  stereotypes  affect  choice,  Harris  and  Conley  - 
Muth  (1981)  discussed  how  male  medical  students 
preferred  specialty  areas  that  were  more  traditionally 
masculine  than  those  selected  by  females.  Family  prac- 


1.  Assistant  Professor,  Nursing  Department,  Mt.  Marty  College, 
Yankton,  SD. 

2.  Professor,  Department  of  Psychiatry,  USD  School  of  Medicine, 
Sioux  Falls,  SD. 


tice  was  the  most  popular  choice  for  both  sexes.  The 
second  most  popular  choices  were,  surgery  for  males 
and  pediatrics  for  females.  Stephen’s  (1982)  identified 
negative  attitudes  of  non-family  medicine  faculty  also 
affected  medical  students’  occupational  preferences  for 
family  medicine.  Medical  students  in  the  study  did  not 
find  family  medicine  unattractive  but  rather,  a difficult 
field  due  to  breadth  and  depth  of  knowledge  required. 

METHODOLOGY 

A.  Instrumentation 

A questionnaire  was  developed  and  pertinent 
demographic  data  was  collected  from  students’  cumula- 
tive records.  Questionnaires  were  given  to  students 
after  they  completed  their  sophomore  year  and  prior  to 
taking  the  NBME  Part  I.  Responses  to  the  question- 
naires were  anonymous.  Collected  data  was  coded  and 
entered  into  the  computer.  Frequency,  distribution, 
mean,  standard  deviation,  and  percentages  were  col- 
lected. A weighting  system  was  developed  and  used  as 
a method  for  rank-ordering  one  of  the  questionnaire 
items. 

B.  Sample 

The  sample  consisted  of  all  1981-1982  sophomore 
medical  students  enrolled  at  the  University  of  South 
Dakota  School  of  Medicine  who  voluntarily  responded 
to  the  questionnaire.  Fifty  eight  of  the  sixty  five  1981- 
1982  sophomore  medical  students  participated  in  the 
study. 
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Research  Question  1 

"What  motivational  factors  were  seleeted  as  having 
the  most  influence  on  students  to  enter  the  profession 
of  medicine?" 

Table  I shows,  by  rank  order,  what  factors  were  the 
most  and  least  important  reasons  students  selected 
medicine  as  a career.  Rank  order  was  determined  by 
means  of  a weighted  score.  The  lower  the  total  weighted 
score,  the  higher  the  ranking.  The  higher  the  weighted 
score,  the  lower  the  ranking.  Weighted  scores  were 
determined  by  multiplying  the  frequency  of  responses 
per  category  across  the  five  possible  values  (1  = 
highest,  5 = lowest)  attached  to  each  category. 
Weighted  values,  by  category,  were  then  summed  and 
used  for  ranking  purposes. 


f'.'iteiuirv 

Table  1 

Motivation  Factors 

Rank  Order 

Weighted  Score 

Intrinsic  Value 

1 

116 

To  Serve  Mankind 

2 

118 

Financial  Reward 

3 

200 

Status 

4 

216 

Other 

5 

It  is  interesting  to  note  that  70%  of  those  students 
surveyed  were  motivated  by  the  intrinsic  value  of  ac- 
complishing a difficult  task  and  serving  mankind,  which 
they  ranked  #1  and  #2  respectively.  Financial  reward 
and  status  were  low  motivational  reasons  for  entering 
the  profession  of  medicine. 

Research  Question  2 

"How  well  do  students  adjust  to  medical  school  based 
on  self-perception  of  selected  issues?" 

Students  were  surveyed  on  eight  categories  that  were 
related  to  adjustment  to  medical  school.  These 
categories  included: 

1)  Academic  pressure, 

2)  Social  isolation, 

3)  Study  demands, 

4)  Frequent  academic  tests, 

5)  Academic  competition, 

6)  Rote  memorization, 

7)  Emotional  stress  and  strain,  and 

8)  Limited  personal  freedom. 

Table  II  represents  the  findings  related  to  Research 
Question  Two.  This  indicates  95%  of  the  students 
thought  they  had  adjusted  well  (25%  Very  Good  plus 
70%  Good)  to  the  demanding  academic  pressures  of 
medical  school  and  5%  thought  they  had  not  adjusted. 

It  is  interesting  to  note,  however,  that  79%  of  the 


Table  II 

Self  Perception  of  Adjustment 


Catecorv 

Very 

Good 

Good 

Poor 

Very 

Poorlv 

Academic  Pressures 

25 

70 

5 

Social  Isolation 

12 

67 

18 

4 

Study  Demands 

18 

68 

12 

2 

Freq.  Academic  Tests 

14 

72 

12 

2 

Academic  Competition 

19 

56 

21 

4 

Rote  Memorization 

12 

61 

18 

9 

Emotional  Stress/Strain 

19 

70 

11 

“ 

Limited  Personal  Freedom 

12 

65 

18 

5 

students  thought  they  had  adapted  well  to  frequent 
social  isolation,  but  22%  thought  they  had  adapted 
poorly  or  very  poorly.  This  pattern  also  proved  to  be 
true  of  adaptation  to  academic  competition  (75%  ad- 
justing well  and  27%  adjusting  poorly).  Students 
seemed  to  have  adjusted  better  to  the  other  categories 
surveyed  which  included  study  demands,  frequent 
academic  tests  and  emotional  stress  and  strain.  The 
percentage  of  students  selecting  the  choice  "poor  or 
very  poorly"  ranged  from  11%  to  14%. 

Research  Question  3 

"How  do  the  students  view  themselves  in  terms  of 
being  either  a leader  or  a follower?" 

When  asked  if  they  perceived  themselves  more  as 
leaders  or  as  followers,  68%  of  the  students  looked  at 
themselves  as  being  leaders  while  32%  viewed  themsel- 
ves as  followers.  (See  Table  III)  However,  when  asked 
how  others  perceived  them  in  these  same  two 
categories,  55%  said  that  others  thought  of  them  as 
leaders  and  46%  saw  them  as  followers. 


Table  III 

Self  and  Other  Perception  of  Leadership 

Catpgnrv 

Leader 

Follower 

Self  perception 

68% 

32% 

Others  perception 

55% 

46% 

Research  Question  4 

"What  are  the  demographic  characteristics  of  this 
study  population  and  how  do  they  compare  with  other 
medical  students?" 

The  demographic  characteristics  of  those  students 
sampled  revealed  that  72%  of  them  ranged  in  ages  of 
23-25  years,  (see  Table  IV),  15%  were  between  ages  of 
26-28,  and  7%  were  29  + . 

In  this  case,  16%  of  the  students  were  women.  In  the 
early  1970’s  the  number  of  women  in  medicine  began  to 
rise  and  today  30%  of  all  first  year  class  members  are 
female.  (Harris  & Conley-Muth,  1981) 
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Factors 

Table  IV 

Demographic  Characteristics 

Catei?(tr\  N 

% 

Age 

23-25 

42 

72 

26-28 

8 

IS 

29-31 

4 

7 

Sex 

Male 

49 

84 

Female 

9 

16* 

Marital 

Single 

39 

67 

Status 

Married 

18 

31 

Divorced 

1 

2 

*Approxima 

tely  30%  of  all  first  year  class  members  in 

the  United  States  were  female.  New  England  Journal  of 

Medicine,  May  1981,  Vol.  304,  No.  19. 

Table  V 


Comparison  of  USD  Students  with  US  Applicants  or 
MCATS  - Entering  MCAT  Mean  Scores  - (1980-1981) 
MCAT  Category  USD  USA  Populationv 


(N  = 65) 
X 

SD 

II 

16,648) 

SD 

Biology 

8.9 

1.64 

93 

NA 

Chemistry 

9.0 

1.72 

9.6 

NA 

Physics 

8.6 

1.67 

93 

NA 

Science  Problems 

8.8 

1.58 

9.5 

NA 

Reading 

8.7 

1.65 

9.0 

NA 

Quantitative 

8.7 

1.75 

9.1 

NA 

*Source:  Peterson  el  al. 

1981 

Of  the  students  sampled,  67%  were  single,  31%  mar- 
ried, 2%  divorced. 

This  group  of  sampled  students  had  medical  college 
admission  test  (MCAT)  scores  which  were  below  the 
national  mean  for  entering  medical  students  in  1980- 
1981.  (See  Table  V)  In  this  group  9%  had  graduate 
degrees  upon  entering  medical  school  and  91%  had  an 
undergraduate  degree. 

Research  Question  5 

"Identify  future  occupational  plans  of  the  student 
population." 

Students  were  surveyed  as  to  what  they  intended  to 
specialize  in  upon  completion  of  their  medical  educa- 
tion (Table  VI).  Forty  five  percent  chose  family 
medicine  as  their  future  specialty  and  22%  were  un- 
decided. (11%  chose  surgery,  9%  chose  internal 
medicine,  and  5%  selected  obstetrics/gynecology). 

Students  were  asked  about  their  future  occupational 
plans.  Ninety  percent  responded  that  they  wanted  to 
enter  private  practice,  9%  wanted  to  teach  full  time  and 
3%  were  precommitted  to  military  services.  (Table  VII) 


Table  VI 

Specialty  Area  of  Interest  at  End  of  Sophomore  Year 

Specialtv 

N 

% of  Total 

Family  Medicine 

23 

45 

Undecided/None 

15 

22 

Surgery 

6 

11 

Internal  Medicine 

5 

9 

Obstetrics/Gynecology 

9 

5 

Anesthesiology 

1 

2 

Orthopedics 

1 

2 

Neurology 

1 

2 

Emergency  Medicine 

1 

2 

Table  VII 

Future  Occupational  Plans 

Categorv 

N 

% of  Total 

Private  Practice 

52 

90 

Research 

1 

2 

Full-time  Teaching 

5 

9 

Administrator 

1 

2 

Teach  in  Public  Inst. 

5 

9 

Military 

2 

3 

SUMMARIES  OF  RESULTS,  CONCLUSIONS,  AND 
IMPLICATIONS 

Students  were  most  influenced  in  their  decisions  to 
enter  medicine  for: 

1)  intrinsic  value, 

2)  serve  mankind, 

3)  financial  reward 

4)  status  and  other 

Students’  perception  of  their  adjustment  to  medical 
school  indicated  a relatively  positive  view.  Most  stu- 
dents felt  they  were  adjusting  well  to  the  rigor  of  medical 
student  training.  A majority  of  students  view  themselves 
as  leaders  rather  than  followers.  The  students  repre- 
sented in  this  study  had  mean  MCAT  scores  below  the 
national  average.  The  percentage  of  women  enrolled  in 
the  USD  School  of  Medicine  is  less  than  the  national 
average.  Most  students  in  this  study  indicated  a 
preference  for  entering  family  medicine  as  a specialty. 
Ninety  percent  of  the  students  wish  to  enter  private 
practice  upon  completion  of  their  training.  It  must  be 
concluded  that  the  students  represented  in  this  study 
portray  the  kind  of  profile  that  the  Admissions  Commit- 
tee at  USD  School  of  Medicine  hoped  to  attain,  (i.e. 
desire  to  serve  mankind,  a desire  to  enter  family 
medicine  as  a specialty  and  finally,  a desire  to  enter 
private  practice.) 

It  must  be  concluded  that  students  participating  in 
this  study  portray  a student  profile  that  ideally  suits  the 
needs  of  South  Dakota.  Students’  motivation  to  enter 
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into  the  profession  of  medicine  seem  altruistic;  their 
desire  to  specialize  in  family  medicine  and  to  enter 
private  practice  will  help  solve  South  Dakota’s  desire  to 
provide  optimum  health  care  to  rural  communities. 
Certainly  a follow-up  study  on  the  stability  of  these 
findings  is  warranted. 

The  implications  of  this  type  of  research  is  obvious.  If 
we  can  predict,  with  some  certainty,  future  occupational 
plans  of  our  graduating  physicians,  we  are  then  put  into 
a better  position  for  advising  medical  school  applicants 
about  the  availability  of  career  choices  within  medicine 
upon  graduation. 


REFERENCES 

Braslow  JB,  Heins,  M.  Women  in  medical  education.  NEJM 
1981;304(19):1129-1135. 

Harris  MB,  Conley-Muth.  Sex  role  stereotypes  and  medical  specialty 
choices.  J Am  Med  Women  Assoc  1981;36(8):245-251. 

Medical  School  Admission  Requirements  1980-81.  Washington, 
DC  Association  of  American  Medical  Colleges. 

Petersen  ES,  Crowley  AE,  Etzel  SI,  Jolly  HP,  Taksel  L,  Boerner,  R. 
Report  on  medical  education  in  USA  1980-1981.  JA.MA 
1981;246(25):2913-2930. 

Robbins  L,  Robbins  E,  Katz  S,  Geliebter  B,  Stern  M.  Achievement 
motivation  in  medical  students.  J Med  Educ  1983;58:850-858. 

Stephens  GG.  Choosing  family  practice?  AL  J Med  Scien 
1982;19(l):76-80. 


Directory  of  this  Month’s  Advertisers 


Eli  Lilly  & Co.  264  & 265 

G.  D.  Searle  & Co  Cover  4 

Kahler  Financial  Group  265 

Kreisers  Inc  265 

Montana  Hosp.  Research  & Education  Found.  261 
North  Central  Heart  276 

Omaha  Mid-West  Clinical  Society  267 

Palisades  Pharmaceutical  272 

SD  Blue  Shield  262 

SD  Foundation  for  Medical  Care  256 

SD  Medical  School  Endowment  Assoc.  Cover  2 & 267 
SD  Society  of  Pathologists  268 

St.  Joseph  Hospital  254 

The  Doctors’  Company  253 

US  Air  Force  Cover  3 

USD  School  of  Medicine  - CME  278 


THE  SOUTH  DAKOTA  JOURNAL  OF  MEDICINE  thanks 
these  companies  for  advenising  in  this  Journal. 


YOCON* 

YOHIMBINE  HCI 
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boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Actiofl:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon<  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindintions:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offers  of  additional  contraindications . 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. T3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’A  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Editorial 

'S'  : 


The  Floggings  Will  Continue  Until 
The  Morale  Improves 

In  a democracy,  government  representatives  are 
elected  or  appointed  to  serve  the  people.  As 
society  has  become  more  complex,  government  has  also 
adopted  a regulatory  function  to  protect  the  welfare. 
Certainly  government  officials  and  congressman 
believe  that  they  are  fulfilling  this  role  as  regulation  of 
medicine  becomes  more  intense.  Who  can  argue  in 
demanding  high  quality  medicine  at  an  affordable  price 
for  the  populace  from  health  care  professionals  who  are 
being  compensated  with  federal  and  state  dollars? 
Health  is  important  and  our  nation  has  come  to  view  it 
as  a right. 

The  concept  that  signing  the  paycheck  is  associated 
with  certain  expectations  of  quality  of  performance  and 
regimentation,  is  part  of  the  ordinary  employer- 
employee  relationship.  However,  in  a free  society  it  is 
impossible  to  achieve  quality  by  force  or  to  expect 
people  engaged  in  the  health  care  profession  which 
requires  independent  judgement  and  high  motivation 
for  quality  performance  to  respond  to  the  threat  of 
punitive  measures  or  to  be  able  to  adopt  oversimplified 
guidelines  to  insure  appropriate  action.  This  is  par- 
ticularly true  when  expectations  of  performance  are 
unrealistic. 

In  the  article  by  Kahler  and  Soule,  in  this  issue  of  the 
Journal,  one  of  the  findings  was  that  the  reason  for 
choosing  medicine  as  a career  (according  to  sophomore 
students  in  1981-82)  was  the  intrinsic  value  of  ae- 
complishing  a difficult  task  and  serving  mankind.  It  is, 
indeed,  pleasing  to  know  that  these  motives  still  survive. 
Critics  would  have  us  believe  that  the  above  motives  are 
replaced  by  financial  considerations  in  graduates  of 
medical  schools,  and  that  attention  to  quality  suffers. 
Sueh  a situation  demands  regulation.  Unfortunately, 
the  debate  often  degenerates  into  payment  controversy 
and  this  is  what  the  public  hears.  Such  a view  is  not  only 
unjustifiably  cynical  but  extremely  damaging  to  the  pur- 
suit of  exeellence. 

While  it  is  not  my  intent  to  minimize  the  pecuniary 
aspects  of  the  problem  (it  is  not  unreasonable  to  expect 
reasonable  compensation  for  performing  a skilled  ser- 
vice), I want  to  concentrate  on  another  aspect.  Namely, 
if  you  deny  the  altruistic  gratification  that  derives  from 
medical  care  to  patients  and  limit  the  aetion  of 
physicians  and  other  health  professionals  so  they  cannot 
exercise  the  judgement  necessary  to  provide  ap- 
propriate eare,  you  have  robbed  our  profession  of  its 


very  basic  motivations.  This  docs  not  suggest  that  peer 
review  or  patient  care  guidelines  should  be  abandoned. 
On  the  contrary,  they  are  increasingly  necessary  for 
voluntary  self  assessment  all  physicians  need  and  which 
has  always  been  available  and  widely  practiced. 

Although  the  reader  might  give  a number  of  examples 
in  various  areas,  I would  like  to  point  out  an  example  of 
how  punitive  regulations  actually  diminish  the  pursuit 
of  quality  and  replace  it  by  fear. 

The  Clinical  Laboratory  Improvement  Act  of  1988 
(CLIA  88)  has  implemented  onerous  proficiency  test- 
ing requirements  on  all  medical  laboratories  backed  by 
threatened  fines  or  cancellation  of  payment  or  even 
license.  Voluntary  proficiency  testing  has  been  avail- 
able for  some  years  to  hospital,  independent,  and 
medical  office  laboratories.  These  carefully  monitored 
programs  have  provided  samples  which  assess  perfor- 
mance by  supplementing  internal  quality  control  by 
comparison  to  other  laboratories.  The  challenge  can  be 
difficult  enough  for  some  samples  to  be  of  a nature  that 
demands  higher  than  ordinary  performance  by  the 
laboratory.  Such  samples  are  truly  of  educational  value. 
Adjustments  to  a higher  level  of  performance  can  thus 
be  achieved  if  indicated.  Achievement  of  a new  level  of 
excellence  is  a gratifying  experience. 

The  problem  is  that  when  proficiency  testing  becomes 
the  major  means  of  evaluating  laboratory  quality  and 
when  an  unreasonably  high  level  of  performance  based 
on  arbitrary  standards  is  demanded  and  when  this  is 
enforced  by  severe  sanctions,  the  educational  value  of 
such  testing  must  be  lost.  Only  a basic  level  of  perfor- 
mance can  be  expected  or  laboratories  will  be  forced  to 
close  denying  patient  access.  The  concept  of  voluntary 
self  assessment  and  improvement  and  the  gratification 
of  achieving  quality,  and  being  able  to  improve  quality, 
is  replaced  by  fear  of  the  consequences  of  failure.  The 
peer  review  aspect  of  proficiency  testing  is  lost.  The 
gratification  of  performance  is  replaced  by  a long  sigh 
of  relief,  and  passing  the  proficiency  test  becomes  the 
goal  rather  than  being  a means  to  achieve  a higher  level 
of  quality.  # 

John  F.  Barlow,  MD 
Editor 
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Internal  Medicine  and  Obstetrics- 
Gynecology  Practice  Opportunities 

Rural  Lake  Country  Community  is  seeking 
the  above  practitioners  to  join  an  active  14 
physician  multispecialty  group.  Quality, 
comfortable  living  environment,  multiple 
recreational  activities,  fine  educational 
opportunities  and  cultural  activities 
abound.  Opportunity  includes  relaxed 
call,  liberal  salary  and  exceptional  benefits. 

Send  curriculum  vitae  or  inquires  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 
or  call  collect  at  (701)  662-2157 
for  further  information 


Austin  Medical  Clinic,  PA 

We  are  a growing,  20  physician 
multi-specialty  group  recruiting 
BC/BEphysicians  in  the  following 
specialties: 

• Internal  Medicine 

• Family  Practice 

Guaranteed  first  year  salary  with  incentive 
program,  signing  bonuses,  and  excellent 
fringe  benefit  package. 

Located  in  Southeastern  Minnesota, 
Austin  is  a progressive  community  of  23,000 
with  public  and  parochial  schools  and  an 
excellent  higher  education  system. 

Call  or  send  CV  to: 

Richard  Graber 
Administrator 
Austin  Medical  Clinic,  PA 
1000  First  Drive,  NW 
Austin,  MN  55912 
507-433-7351 


FAMILY  PRACTICE 


Private  Practice  opportunities  are  available  in  the 
following  areas: 


• Arlington,  MN 

• Brainerd,  MN 

• Cambridge,  MN 

• Dassel,  MN 

• Eden  Prairie,  MN 

• Estherville,  lA 

• Grantsburg,  WI 

• Hopkins,  MN 


• Hutchinson,  MN 

• Litchfield,  MN 

• Minneapolis,  MN 

• Montgomery,  MN 

• Monticello,  MN 

• Mound,  MN 

• St.  James,  MN 

• Springfield,  MN 


LifeSpan  is  a network  of  affiliated  hospitals, 
clinics,  and  related  health  care  organizations  in 
Minnesota  and  Wisconsin. 

Please  contact  Jerry  Hess  at  (612)  863-4193-days, 
(612)  483-6204-evenings  and  weekends. 


LifeSpan 


HEALTH  CARI-:  SERVICES 
800  East  28th  Street 
Minneapolis,  MN  55407 


Progressive  physi- 
cian owned  organ- 
ization has  full-time 
positions  available 
for  emergency  physicians  in  several  north- 
western communities  Including  Sioux  Falls  and 
Yankton,  South  Dakota,  Casper  and  Cheyenne, 
Wyoming  and  Pasco,  Washington.  Competitive 
compensation  plus  an  excellent  benefit  pack- 
age including  malpractice,  health,  disability  and 
life  insurance  as  well  as  profit  sharing  and  CME 
benefits.  Flexible  schedules,  attractive 
communities  to  provide  exceptional  working 
and  living  conditions,  exciting  recreational 
opportunities. 

Contact:  Janet  Cowley 

Recruitment  Coordinator 
BMP,  PC 

(307)  632-1436/FAX  (307)  635-4642 
P.O.  BOX  805 
Cheyenne,  WY  82003 
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t^'^Extenuating  Circumstances 


A periodic  column  of  personal,  ethical,  and  socioeconomic  reflections  on  medicine. 


Credentialing  and  Privileging 

An  Administrative  Imperative 

Anthony  G.  Salem,  MD 
Chief  of  Staff 

R.  Vincent  Crawford,  MHA 
Director 

Royal  C.  Johnson  Veterans  Memorial  Hospital, 

Sioux  Falls,  SD. 

With  the  passage  of  Public  Law  99-660^'“  the 
federal  government  created  the  National 
Practitioner  Data  Bank  (NPDB)  and  officially  entered 
the  arena  of  credentialing  and  privileging  physicians,  a 
function  that  was  previously  in  the  purview  of  hospitals 
and  the  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  (JCAHO).  While  the  NPDB 
may  seem  onerous  — or  perhaps  Orwellian  — to  many, 
the  intent  of  the  legislation  is  good.  Prior  to  the  passage 
of  Public  Law  99-660,  there  was  no  federally  legislated 
mandate  to  track  and  collate  data  regarding  individual 
medical  practitioners.  Physicians  who  lost  their  clinical 
privileges  at  one  hospital  merely  shopped  around  until 
they  found  another  hospital  that  would  accept  them, 
usually  without  adequately  checking  their  background. 
Of  course,  the  NPDB  will  not  necessarily  prevent  such 
shoddy  practices,  but  it  will  make  it  more  difficult  for 
the  "bad  apple"  to  grow  and  prosper. 

The  central  issue  is  that  hospitals  and  other  health 
care  organizations  must  ensure  that  their  physicians  are 
clinically  competent  to  provide  health  care  services. 
The  process  of  ensuring  clinical  competence  is  termed 
credentialing  and  privileging,  the  bane  of  many  a hospi- 
tal administrator.  Credentialing  refers  to  the  process  of 
presenting  documentation  of  one’s  medical  education, 
residency  training,  medical  licensure,  previous  hospital 
memberships,  board  certification,  health  status,  etc. 
Privileging  refers  to  the  process  of  requesting  and  ob- 
taining permission  to  practice  medicine  and  perform 
procedures  at  a health  care  facility.  At  the  present  time, 
one  does  not  need  to  delineate  clinical  privileges  for 
private  ambulatory  practices,  but  this  will  undoubtedly 
change. 

Previous  efforts  to  track  and  collate  data  have  been 
done  by  the  Federation  of  State  Medical  Boards 
(FSMB)  and  the  American  Medical  Association 
through  their  Physician  Profile  data  file.  The  FSMB 


tracks  disciplinary  information  from  the  various  state 
licensing  boards.  The  AMA  Physician  Profile  contains 
generic  data  including  information  about 
demographics,  medical  training,  certification,  licenses, 
academic  appointments,  etc.  While  data  obtained  from 
the  FSMB  and  the  AMA  Physician  Profile  are  useful, 
they  are  neither  comprehensive  nor  required  for  hospi- 
tal staff  membership. 

The  JCAHO  has  attempted  to  standardize  the 
credentialing  and  privileging  process.^  Unfortunately, 
the  Accreditation  Manual  for  Hospitals  is  subject  to 
wide  variance  in  interpretation.  Those  of  us  who  have 
undergone  a JCAHO  accreditation  visit  are  familiar 
with  the  confusion  surrounding  credentialing  and 
privileging  and  realize  that  a hospital’s  final  rating  often 
depends  in  large  part  on  the  vagaries  of  the  JCAHO 
physician-surveyor.  Hopefully  the  JCAHO’s  "agenda 
for  change"  will  standardize  and  simplify  the  credential- 
ing and  privileging  process  by  1994. 

The  NPDB  which  began  operation  under  the  aegis  of 
the  Department  of  Health  and  Human  Services  on 
September  1,  1990  is  destined  to  become  a significant 
part  of  the  credentialing  and  privileging  process. 
Hospitals,  group  practices,  professional  societies  that 
engage  in  peer  review,  and  medical  licensing  boards 
must  report  adverse  actions  that  relate  to  a physician’s 
professional  competence  or  conduct.  These  include 
loss  or  restriction  of  clinical  privileges  for  30  days  or 
more,  loss  or  restriction  of  clinical  privileges  in  ex- 
change for  not  conducting  an  investigation,  and  loss  or 
restriction  of  a medical  license.  All  medical  liability 
insurers  must  report  all  payments  made  as  a result  of 
malpractice  actions,  no  matter  what  the  amount. 

Physicians  who  seek  voluntary  treatment  for  drug  or 
alcohol  related  problems  do  not  have  to  be  reported  to 
the  data  bank  unless  they  otherwise  qualify  for  reporting 
as  defined  above. 

All  hospitals  and  health  care  entities  must  query  the 
data  bank  whenever  a physician  applies  for  staff  mem- 
bership and  must  also  query  the  data  bank  every  two 
years  for  each  staff  member. 

The  NPDB  is  massive  in  scope  — it  applies  to  all 
licensed  health  care  practitioners  and  not  just 
physicians  — and  potentially  Draconian  in  its  impact  on 
the  health  care  profession.  Data  is  considered  con- 
fidential. But  it  is  probably  a matter  of  time  before  the 
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public  will  have  access  to  the  information,  a move  that 
many  consumer  advocates  would  undoubtedly  applaud. 
Unfortunately  raw  data  without  explanation  may  do 
more  harm  than  good.  In  selected  situations,  plaintiffs’ 
lawyers  also  have  access  to  the  data.  Physicians  have 
access  to  their  own  files,  but  the  process  of  expunging 
flawed  or  false  data  is  onerous.  Physicians  may  be 
"tainted"  simply  because  their  names  appear  in  the  data 
bank.  Since  the  consequences  can  be  so  far  reaching, 
hospital  and  even  peer  review  organizations  may  be 
reluctant  to  pursue  minor  but  important  issues. 

In  order  to  prepare  physicians  for  the  credentialing 
and  privileging  proeess  (terms  that  most  residents  are 
not  familiar  with  until  they  seek  their  first  moonlighting 
position)  and  to  minimize  the  potential  adverse  effects 
of  the  NPDB,  residency  program  directors  must  ensure 
that  residents  are  aware  of  the  process.  Program  direc- 
tors must  establish  meaningful  evaluation  systems. 
Since  documentation  is  so  important,  residents  and 
program  directors  must  track  and  collate  all  procedures 
that  residents  perform.  Program  directors  must  also  be 
prepared  to  accurately  and  honestly  certify  a resident’s 
clinical  competence  when  asked  to  do  so,  a task  that  is 
burgeoning  for  all  but  the  very  smallest  programs. 

In  addition,  all  physicians  should  keep  meticulous 
records  of  their  training,  hospital  memberships,  and 
clinical  privileges.  They  should  never  allow  a medical 
license  or  medical  staff  membership  to  lapse  without 
written  documentation  as  to  why  it  is  being  done. 
Physieians  must  pay  close  attention  to  hospital  quality 
assurance  programs  and  state  professional  review  or- 
ganizations. All  adverse  findings  should  be 
acknowledged  and  explained  as  truthfully  as  possible. 
A physician  who  has  a problem  with  drugs  or  alcohol 
should  seek  treatment  voluntarily.  All  requests  for 
clinical  privileges  should  be  based  on  experience,  train- 
ing, and  clinical  competence  rather  than  on  what  one 
wants  to  do  or  thinks  he  or  she  can  do.  In  short, 
meticulous  attention  to  the  credentialing  and  privileg- 
ing process  is  mandatory. 

Credentialing  and  privileging  is  a complex  process. 
We,  health  care  educators,  administrators,  and 
physicians,  must  continue  to  nurture  the  process  until  it 
matures.  # 
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NINTH  ANNUAL 
NORTH  CENTRAL  HEART 
FALL  SYMPOSIUM 


NCH 

NORTH  CeNTRAL  HEART  INSTITLTTE 

CARDIAC,  THORACIC  A VASCULAR  CARE 

FRIDAY,  OCTOBER  4, 1991 
RAMKOTA  INN  CONVENTION  CENTER 
Sioux  Falls,  South  Dakota 

North  Central  Heart  is  proud  to  announce  its 
Ninth  Annual  Fall  Symposium  featuring  na- 
tionally prominent  speakers  addressing 
issues  of  importance  including  pregnancy  and 
cardiac  disease,  chest  pain  in  children,  direc- 
tional coronary  atherectomy,  mitral  valve 
repair,  and  aortic  valve  allografts. 

Lofty  Basta,  MD  - Tulsa  Heart  Center 
Bruce  Carr,  MD  - University  of  Texas 

Ellis  Jones,  MD  - Emory  University  Cl., 
Atlanta 

Jan  Kramer,  MD  - Cornell  Medical  Ctr., 
New  York 

James  Oury,  MD  - St.  Patrick  Hospital, 
Missoula,  MT 

Ronald  Vlietstra,  MD  - Watson  Clinic, 
Lakeland,  FL 

Carole  Warnes,  MD  - Mayo  Clinic,  Rochester 

For  registration  information,  please  call: 
South  Dakota  1-800-952-2213,  Regional 
1-800-843-7936. 
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Mollie  O.  Krafka,  President,  South  Dakota  State 
Medical  Association  Auxiliary 


I love  a parade,  and  I love  imagery!  With  that  in 
mind,  I have  labored  to  create  just  the  right  images 
to  illustrate  a thing  or  two  that  I would  like  you  to 
consider  on  the  occasion  of  my  fourth  opportunity  to 
communicate  with  the  two  or  three  people  who  read  this 
page. 

Think  of  Auxiliary  for  a moment  as  a human  body. 
Just  trust  me  on  this  one.  Your  basic  body  has  lots  of 
parts;  some  more  important  than  others,  but  all  of  which 
must  work  together  or  bad  things  start  to  happen.  Im- 
agine, for  example,  one  leg  walking  and  one  leg  running 
on  the  same  body,  and  you  will  begin  to  get  the  picture. 

Back  to  Auxiliary.  The  body  of  Auxiliary  includes, 
among  other  things,  a brain  which  is  the  National  AMA 
Auxiliary.  The  spine  corresponds  to  the  State  Auxiliary, 
the  SDSMAA  in  this  vein  of  thinking,  and  the  Local 
Auxiliaries,  the  Districts  are  the  heart  and  blood  of  the 
federated  body.  Get  it? 

National  is  in  charge,  as  is  the  brain  in  a human  body, 
but  without  the  other  parts,  it  could  not  do  much,  and  it 
would  not  last  very  long.  The  brain  needs,  values,  and 
appreciates  the  spine  and  the  heart’s  blood.  Without 
either  of  the  other  two,  the  whole  would  not  function 
well,  if  at  all.  It  must  have  a way  to  get  information  to 


the  rest  of  the  body,  and  it  requires  nourishment  from 
it  in  return.  It  also  needs  feedback  from  the  rest  of  the 
body,  and  this  brain,  at  least,  understands  the  value  and 
importance  of  that  information  that  flows  back  to  it 
through  the  spine  to  its  health  and  future. 

The  State  Auxiliary,  the  spine,  has  a number  of  jobs 
and  responsibilities  in  the  body.  It  is  the  connection 
between  the  brain  and  the  other  parts  of  the  body.  It 
transfers  information  from  the  "top"  to  the  rest.  It  is  a 
conduit  and  relay  system.  Without  the  spine  and  its 
nerve/pathways,  the  brain  might  just  as  well  close  up 
shop.  It  would  be  permanently  "out  to  lunch"  or  on  a 
"cosmic  coffee  break".  I have  been  to  both  of  those 
places,  and  I can  assure  you  that  it  is  not  somewhere  you 
want  Auxiliary  to  go! 

The  Local,  District  organization  is  the  heart  and 
blood  of  the  Auxiliary  body.  It  nourishes  the  entire 
system.  It  must  be  and  is  tireless  because  it  cannot  cease 
to  work,  or  the  body  dies.  It  must  respond  to  demands 
made  on  it  to  change  pace  when  the  need  arises,  or  the 
entire  body  is  compromised  and  cannot  work  efficient- 
ly. It  is  flexible  and  dynamic,  and  the  beat  goes  on. 

The  AMA  is  its  own  body  which  is  quite  similar  to  that 
of  the  Auxiliary.  The  two  bodies  hold  hands,  w'alk  side 
by  side,  produce  many  wonderful  and  important 
"children",  and  work  together  to  make  the  world  a better 
place  in  which  to  live.  Call  it  the  Medical  Family.  Call 
it  a team. 

4i4i4i4i4i4i4i4i*«4i4(4(4i4i4c4i4ii4i4i4i4i4c4c4i4c4i4i4i4i4i4i4i4i4i4i4i4i4i4iit>4t4i 

We  all  have  a common  bond... 

"Each  breath  of  air  we  inhale  contains  a quadrillion 
atoms  that  have  been  breathed  by  the  rest  of  mankind 
within  the  past  few  weeks,  and  more  than  a million 
atoms  breathed  by  each  and  every  person  (who  has  ever 
lived)  on  Earth." 

...Larry  Dossey,  MD 

That  is  a little  like  recycling  air!! 

Recyclosis  is  the  guilt  that  overcomes  someone  when 
they  throw  away  cans,  bottles,  and  papers  they  know 
they  should  be  recycling.  (That  is  according  to  my 
SNIGLET  Calendar.  The  only  way  to  cure  recyclosis  is 
to  recycle!) 

About  recycling  leftovers... 

91%  of  people  save  leftover  food 

14%  keep  leftovers  longer  than  a week 

2%  do  not  know  how  old  their  leftovers  are 


Yeechk!! 
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Look  It's  coming! 


"Topics  in  Clinical  Medicine" 


A series  of  twenty  (20)  continuing  medical  education 
programs  by  audio  teleconference  over  the 


South  Dakota  Medical  Information  EXchange  (SDMIX) 


For  more  information  call  the  Office  of  Continuing  Medical  Education 
at  the  School  of  Medicine  (605)  339  - 6638 


Infectious  Disease  Update 
In  Clinical  Practice 

Holiday  Inn  Rushmore  Plaza 
Rapid  City,  South  Dakota 
January  23-24, 1992 

Third  Annual  Conference  Sponsored  By: 
Department  of  Internal  Medicine 
University  of  South  Dakota 
School  of  Medicine 
and 

Rapid  City  Regional  Hospital 

Physicians,  nurses,  hospital  epidemiologists,  phar- 
macists and  all  students  are  encouraged  to  attend 

Contact: 

Brian  T.  Hurley,  MD 
Department  of  Internal  Medicine 
USD  School  of  Medicine 
PO  Box  5046 

Sioux  Falls,  SD  57117-5046 


McKENNAN  HOSPITAL 

7th  Annual 
CLINICAL 
UPDATE 

A Symposium  for  Physicians 

Modules  In: 
Hematology/Oncology 
Cardiology 
Infectious  Disease 
Topics  of  Current  Interest 


Friday  and  Saturday  Contact:  Marvie  Swanson 
October  11  and  12, 1991  800  E.  21st 

Holiday  Inn  City  Centre  Sioux  Falls,  SD 

Sioux  Falls,  SD  57117-5045 

(605)  339-8117 
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Cofrespondence 


We  at  the  South  Dakota  Department  of  Health 
were  saddened  to  learn  of  the  death  of  Dr 
Robert  Hayes,  or  "Doc  Hayes"  as  he  was  more  common- 
ly known. 

His  distinguished  career  included  a tenure  as  State 
Health  Officer  for  the  Department  of  Health  from  1970 
to  1975.  It  was  through  his  influence  that  the  South 
Dakota  Department  of  Health  received  federal  funds 
for  an  extensive  emergency  medical  services  program  in 
the  state,  including  the  establishment  of  local  am- 
bulance services  and  an  emergency  medical  service 
communication  system  linking  hospital  and  ambulance 
services  statewide. 

Doc  Hayes  was  instrumental  in  expanding  the  Univer- 
sity of  South  Dakota  School  of  Medicine  from  a 
two-year  program  to  a four-year  program  granting  MD 
degrees,  thus  increasing  the  supply  of  doctors  in  the 
state. 

An  outspoken  advocate  for  the  health  care  needs  of 
rural  areas.  Doc  Hayes  was  also  a major  force  in 
promoting  the  use  of  physicians  extenders  in  South 
Dakota.  He  helped  establish  our  state’s  first  pilot 
project  using  physician  assistants  in  rural  areas,  helping 
to  recruit  the  PAs  and  personally  supervising  some.  As 
a result  of  those  initial  efforts,  there  are  now  152  PAs 
and  nurse  practitioners  serving  in  South  Dakota  eom- 
munities.  In  34  communities  PAs/NPs  are  the  only 
practicing  health  professionals  in  town. 

A complete  list  of  his  accomplishments  and  efforts 
would  be  a lengthy  one.  Suffice  it  to  say  that  Doc  Hayes 
has  made  a significant  contribution,  both  personally  and 
professionally,  to  the  health  care  system  in  this  state  and 
he  will  be  missed  by  us  all. 

Barbara  A.  Smith 
Secretary  of  Health 


Most  physicians  have  heard  about  Amantidine, 
the  old  anti-Parkinson  medication,  being  use- 
ful in  the  fatigue  syndrome  that  often  accompanies 
multiple  sclerosis.  Murray  reported  it  in  a supplement 
to  Neurology  in  1984  and  Appenzeller  and  Rosenberg 
in  iht  Archives  of  Neurology  in  1988.  Dr  Michael  Dunn 
reported  the  use  of  Amantidine  in  the  post-polio 
syndrome  in  nine  patients  treated  at  Rochester,  NY. 

On  the  strength  of  this,  I tried  using  it  in  a 48-year  old 
man  with  assorted  aehes,  pains,  weakness,  and  fatigue 
sinee  an  Epstein-Barr  syndrome  documented  by  chan- 
ges in  immunoglobulin-G  and  immunoglobulin-M.  He 
had  gotten  briefly  better  with  Depo-Medrol,  and  really 


had  no  objective  weakness,  but  some  additional 
symptoms  of  beta  autonomic  overactivity. 

I put  him  on  the  standard  dose  of  Amantidine,  100  mg 
morning  and  noon,  and  his  fatigue  got  a good  deal 
better.  A lot  of  his  other  subjective  complaints  persist- 
ed, but  there  is  no  question  that  the  improvement 
persisted,  which  was  something  steroids  had  not  ac- 
complished. 

I publish  this  in  this  rather  attenuated  form  simply 
because  the  "yuppie  flu  syndrome"  can  be  a real 
nuisance  and  if  my  colleagues  find  that  the  use  of  Aman- 
tidine helps  the  fatigue  that  is  such  a common  part  of 
that  syndrome,  then  this  may  be  a good  thing  to 
publicize. 

James  W.  Wiggs,  MD 
Yankton,  SD 


Thank  you  very  much  for  awarding  me  the  South 
Dakota  State  Medical  Association  Scholarship. 
I am  honored  to  have  been  selected  for  the  scholarship, 
and  I appreciate  the  financial  assistance  towards  medi- 
cal school. 

Thank  you  again. 

Greg  Wittenberg 
Vermillion,  SD 


I am  writing  a short  note  to  thank  you  for  making 
the  South  Dakota  State  Medical  Association 
Scholarship  available  at  the  University  of  South  Dakota. 
It  is  a time  when  finances  are  tight  and  scholarship 
money  is  very  much  appreciated. 

Thank  you  again. 

Julie  Locken,  MS-IV 
USD  School  of  Medicine 

# 


South  Dakota 

DRUG  INFORMATION  CENTER 
1-800-456-1004 

OPEN  EVERY  DAY 
8:00  am  - 4:30  pm 


For  questions  on: 

• Availability 

• Identillcation 

• Drug  Interactions 

• Dosing 

• Drugs  of  Choice 


Side  effects 

Stability 

Safety 

Therapeutics 

Pharmacokinetics 
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puture  Meetings 


September 

Sixteenth  Annual  South  Dakota  Perinatal  Association 
Conference,  "Clinical  Update  91",  Rushmore  Plaza,  Rapid 
City,  SD,  Sept  19-20.  AMA  Category  1 credit  avail.  Contact: 
Debbie  Meyer,  SD  Perinatal  Assoc,  1100  S Euclid,  Sioux 
Falls,  SD  57105.  Pbone:  (605)  333-7155. 

October 

Advanced  Cardiac  Life  Suppon,  U of  Neb  Med  Ctr  Campus, 
Omaba,  NE,  Oct  1-2.  Contact:  Ctr  for  Cont  Educ,  U of  Neb 
Med  Ctr,  600  S 42nd  St,  Omaha,  NE  68198-5651.  Phone: 
(800)  228-9630. 

« « 

Annual  Forensic  Science  Seminar,  Hennepin  County  Med 
Ctr,  Minneapolis,  MN,  Oct  3-4.  CME  credit  avail.  Contact: 
Off  of  Academic  Affairs,  701  Park  Ave,  Minneapolis,  MN 
55415.  Phone:  (612)  347-6155. 

• * ♦ 

Thomas  Timothy  Smith  Lecture,  Boys  Town  Nat’l  Research 
Hosp  Aud,  Omaha,  NE,  Oct  10.  Contact:  Sally  C.  O’Neill, 
PhD,  CME  Div.  Creighton  U,  2500  California  St,  Omaha,  NE 
68178.  Phone:  (800)  548-2633. 

4i  « « 

Twenty  Seventh  Annual  Postgraduate  Symposium  on  Medicine 
and  Religion-Rites  of  Passage  and  Rights  in  Passage:  Caring 
forAmerica’s  Children,  Battenfeld  Aud,  U of  Kansas  Med  Ctr, 
Kansas  City,  KS,  Oct  15-16.  13  hrs  AMA  Category  1 credit. 
Contact:  Monica  Scheierman,  U of  Kansas  Med  Ctr,  OIT. 
Cont  Ed/SClOO,  Rainbow  and  Olathe  Blvds,  Kansas  City, 
KS  66103.  Phone:  (913)  588-4490. 

« « 4i 

Pediatiic  Advanced  Life  Suppon,  U of  Neb  Med  Ctr  Campus, 
Omaha,  NE,  Oct  17-18.  Contact:  Ctr  for  Cont  Educ,  U of 
Neb  Med  Ctr,  600  S 42nd  St,  Omaha,  NE  68198-5651.  Phone: 
(800)  228-9630. 

* * * 

Foot  and  Ankle  Care  for  the  Piimaiy  Physician,  Marriott 
Hotel,  Omaha,  NE,  Oct  18-19.  Contact:  Sally  C.  O’Neill, 
PhD,  CME  Div,  Creighton  U,  2500  California  St,  Omaha,  NE 
68178.  Phone:  (800)  548-2633. 

4>  * « 

Cwrent  Issues  and  Updates  in  Emeigency  Medicine,  Holiday 

Inn,  E,  St.  Paul,  MN,  Oct  24-25.  Fee:  $225.  13  1/4  hrs  AAFP 
& AMA  Category  1 credit.  Contact:  Kathleen  Fritz,  CME, 
Ramsey  Found,  640  Jackson  St,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 

* « 

Dilemmas  in  Organ  Transplantation  (Nebraska-Dartmouth 
Ethics  Conference),  Red  Lion  Inn,  Omaha,  NE,  Oct  24-27. 
Contact:  Ctr  for  Cont  Educ,  U of  Neb  Med  Ctr,  600  S 42nd 
St,  Omaha,  NE  68198-5651.  Phone:  (800)  228-9630. 

* * * 

Primary  Care  Update,  the  Scientific  Assembly  of  Interstate 
Postgraduate  Medical  Association,  Hyatt  Regency,  New 
Orleans,  LA,  Oct  28-31.  Fee:  $250.  24  hrs  AAFP  & AMA 
Category  1 credit.  Contact:  IPMA,  PO  Box  5474,  Madison, 


WI  53705.  Phone:  (608)  257-1401. 

• ♦ ♦ 

Fifty-Ninth  Annual  Postgraduate  Assembly,  Red  Lion  Inn, 
Omaha,  NE,  Oct  31-  Nov  2.  Contact:  Lorraine  Seibel,  Exec 
Sec,  Omaha  Mid-West  Clinical  Society,  7363  Pacific  St, 
#205-B,  Omaha,  NE  68114.  Phone(402)  397-1443. 

November 

The  Second  Annual  Symposium  on  Hepatic  and  Biliary 
Disease,  Rush-Presbyterian-St  Luke’s  Med  Ctr,  Chicago,  IL, 
Nov  1.  Fee:  $150.  CME  Credit  avail.  Contact:  Suzanne 
Buss,  Physician  Relations  Corr,  Rush  Liver  Transplant 
Prog.  Phone:  (312)  942-6542. 

* « * 

1991  Gynecologic  Review  for  Primary  Care  Physicians, 
Rochester,  MN,  Nov  2-3.  Contact;  Postgraduate  Courses, 
Section  of  Cont  Educ,  Mayo  Foundation,  Rochester,  MN 
55905.  Phone:  (800)  323-2688. 

« « 4> 

Mayo  Symposium  on  Sports  Medicine,  Rochester,  MN,  Nov 
8-9.  Contact:  Postgraduate  Courses,  Section  of  Cont  Educ, 
Mayo  Foundation,  Rochester,  MN  55905.  Phone:  (800) 
323-2688. 

* * * 

Gynecologic  Malignancies,  Red  Lion  Inn,  Omaha,  NE,  Nov 
15.  Contact:  Ctr  for  Cont  Educ,  U of  Neb  Med  Ctr,  600  S 
42nd  St,  Omaha,  NE  68198-5651.  Phone:  (800)  228-9630. 

* * * 

SD  State  Osteopathic  Association  Annual  Meeting  and  Family 
Practice  Update,  Ramkota  Inn,  Pierre,  SD,  Nov  15-16.  Fee: 
$100.  15  hrs  AOA  Category  1 & 14  hrs  AAFP  Category  1 
credit.  Contact:  Lorin  D.  Pankratz,  PO  Box  89302,  Sioux 
Falls,  SD  57105-9302.  Phone:  (605)  361-6004. 

January  1992 

Update  Conference,  sponsored  by  Internal  Medicine,  USD 
School  of  Medicine  and  Rapid  City  Regional  Hospital, 
Holiday  Inn  Rushmore  Plaza,  Rapid  City,  SD  Jan  23-24. 
Contact:  Dr  Brian  Hurley,  (605)  339-6790.  # 


AMERICAN  MEDICAL  TELEVISION  on  the  Discovery 
Channel  every  Sunday  from  9 am  to  11  am.  Central  Stan- 
dard Time.  This  program  shows  the  latest  clinical 
advances,  legislative  and  socioeconomic  news  and  offers 
CME  credit.  For  more  information  call  1-800-6000. 
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PRO  Medical  Director  Report 

We  are  now  in  the  final  six  months  of  the  SD  Foundation  for  Medical  Care  Third  Scope 
of  Work  (contract)  for  peer  review.  The  Fourth  Scope  of  the  HCFA  program  is  expected 
to  reflect  new  changes  with  an  emphasis  on  advancing  the  quality  of  health  care  in  the 
United  States. 

It  is  time  to  reflect  on  the  past  years  of  peer  review  (PRO).  Our  emphasis  has  steadfastly 
been  on  quality  of  care  and  has  been  effective  because  of  the  providers  cooperation  and 
support. 

The  improvement  in  quality  of  health  care  has  been  reflected  in  many  ways.  Significant 
improvement  in  hospital  medical  records  has  been  achieved,  enabling  all  members  of  the 
health  care  team  to  clearly  understand  the  health  status  of  the  patient.  Improvement  in 
documentation  has  proved  fundamental  to  the  recognition  of  abnormal  findings  and  the 
development  of  appropriate  treatment  plans.  A clear  statement  of  "physician  in  charge" 
of  the  patient’s  care  has  also  proved  valuable  and  of  benefit  to  the  patient’s  health  care 
treatment  and  health  care  planning. 

An  area  that  has  been  appreciated  as  needing  attention  has  been  discharge  planning. 
Excellent  cooperation  in  recognition  of  the  importance  of  this  planning  for  patient  care 
has  indeed  been  improved  significantly. 

South  Dakota  Foundation  for  Medical  Care  is  the  contractor  with  HCFA  and  South 
Dakota  is  one  of  the  very  few  PROs  that  are  medical  association  sponsored. 

The  Peer  Review  Organization  of  South  Dakota  shares  the  same  goal  as  every  physician 
in  the  state.  Peer  Review  Organizations,  by  design,  require  that  local  medical  profes- 
sionals involved  in  the  delivery  of  medical  care  develop  and/or  approve  standards  and 
criteria  by  which  they  wish  their  health  care  activity  to  be  reviewed. 

We  hope^hat  our  South  Dakota  plan  that  allows  on-site  reviews  will  continue  and  that 
the  physician  peer  review  participation  and  support  will  continue.  Physician  peer  review 
is  the  critical  factor  in  South  Dakota’s  peer  review  success. 

No  set  criteria,  no  care  guidelines,  no  computer  testing,  and  no  parameters  of  care 
dictate  the  decision  of  appropriate  admission  and  hospital  care.  These  decisions  can  only 
be  made  by  a physician. 

Local  hospital  peer  review  has  shown  substantial  improvement.  This  is  the  level  at 
which  patient  care  concerns  should  be  addressed.  This  is  the  place  and  time  to  take 
corrective  action  if  indicated.  It  is  through  this  system  that  the  state  Peer  Review 
Organization  can  best  continue  to  carry  out  the  benefits  of  the  physician  peer  review 
program  in  a helpful  and  educational  way. 


Did  you  know  that  wild  geese  have  an  instinctive  spirit  of 
cooperation  and  support  for  the  flock?  For  example,  by 
taking  off  together  it  creates  an  updraft  that  lifts  the  flock  up. 
By  flying  in  a “V”  formation  it  breaks  up  the  wind  resistance 
enabhng  the  flock  to  make  50%  more  progress.  And  if  one 
bird  falls  due  to  injury  or  exhaustion,  two  others  will  follow  it 
to  the  ground  and  stay  with  it  until  it  is  able  to  move  on. 
Cooperation  and  support  for  the  group. 

The  same  is  true  of  The  Doctors’  Company.  We  work  with 
our  doctors,  not  against  them,  by  providing  the  finest  in 
professional  liability  insurance.  Our  competitive  rates, 
responsive  service,  interest-free  quarterly  payments,  and 
outstanding  risk  management  program  are  just  some  of  the 
reasons  why  more  and  more  South  Dakota  physicians  are 
joining  our  flock.  The  Doctors’  Company  has  the  financial 
strength  and  support  of  more  than  15,500  members 
nationwide.  But  unlike  the  migrating  geese,  we’re  in  South 
Dakota  to  stay.  We’ve  never  left  a state  to  which  we’ve 
committed  service. 

The  Doctors’  Company.  Call  us  today. 


The  Doctors'  Company 


The  Largest  Doctor-Owned,  Doctor-Managed  Insurer  in  the  USA. 

Represented  in  South  Dakota  by: 

The  Doctors’  Agency  of  South  Dakota 
(800)252-0512 


More  than  15,500  doctors  nationwide  call  us  their  company. 
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THERE  ARE  THOUSANDS  OF 


MALPRACTICE  ATTORNEYS  OUT  THERE. 
WHO  COULD  BLAME  YOU  FOR 
FEELING  A LITTLE  PARANOID? 


With  lawsuits  becoming  more  frequent  and  malpractice  awards 


growing,  even  the  simplest  procedure  can  now  make  you  feel  at 
tremendous  risk. 

However,  at  MM  1C,  we've  found  that  cases  against  physicians  often 
don't  arise  from  competence  issues.  Rather,  they  can  be  traced  to 

incomplete  documen- 
tation and  communi- 
cation, or  other  clinic 
system  failures. 

In  response,  we've 
created  our  Clinic  Risk 
Management  Survey 
Program,  to  help  mini- 
mize patient  injuries, 
malpractice  claims  and 
claim  costs.  With  legal 
and  medical  profes- 
sionals, we  identify 
problems  that  may  contribute  to  malpractice  claims  and  structure 
programs  to  address  malpractice  risks. 

Further,  MMIC  presents  seminars  to  update  your  information  on 
effective  risk  management.  And  we're  always  available  by  phone  for 
one-on-one  consultation  when  questions  arise. 


MMIC  was  founded,  and  is  owned  by  physicians.  Looking  at  issues 
from  your  perspective  has  helped  us  build  assets  in  excess  of  $140  mil- 
lion, serving  the  finest  physicians  and  clinics  in  the 
msdwest.  To  learn  more  about  MMIC,  call  (612)  922- 

r A A r •r  / ■ ■ rn  T oiuiMiN  uvvi^cu. 

5445.  Or  if  you  re  located  outstate,  (800)  328-5532.  PROFESSIONALLY  MANAGED. 
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Antiphospholipid  Antibody  Syndrome:  A 
Case  Report  and  Review  of  the  Literature 

Cynthia  A-  Weaver,  MD^ 


ABSTRACT 

The  antiphospholipid  antibody  syndrome  (APLAS)  is  a unique  clinical  syndrome  with  features  of  recurrent 
thrombosis,  recurrent  fetal  loss,  and  thrombocytopenia.  It  is  associated  with  a false  positive  test  for  syphilis,  a 
prolonged  partial  thromboplastin  time  (PTT),  a positive  test  for  lupus  anticoagulant  (LA),  and  anticardiolipin 
antibodies  (ACLA).  A case  report  illustrating  some  of  the  clinical  and  laboratory  abnormalities  and  therapeutic 
dilemmas  is  presented.  The  literature  is  then  reviewed. 


The  association  of  a "lupus  anticoagulant"  as  a 
circulating  anticoagulant  associated  with  sys- 
temic lupus  erythematosus  (SLE)  was  first  noted  over 
thirty-five  years  ago.  It  was  originally  described  in  two 
patients  with  hemorrhagic  complications.^  Later  work 
showed  no  association  with  bleeding,  but  a paradoxical 
association  with  thrombosis.  Over  the  last  decade  a 
number  of  typical  clinical  features  associated  with  an- 
tibodies to  negatively  charged  phospholipids  have  been 
identified.  The  following  case  report  illustrates  some 
of  the  clinical  features  and  treatment  difficulties  seen 
in  APLAS. 

CASE  REPORT 

A 31-year  old  white  female  was  admitted  in  October, 
1987,  for  evaluation  of  blurred  vision.  Starting  in  Oc- 
tober, 1986,  she  had  first  experienced  dizzy  spells 
characterized  by  a spinning  sensation.  She  was  in  the 
second  trimester  of  her  second  pregnancy  at  that  time. 
She  had  been  well  prior  to  the  onset  of  these  symptoms 
with  the  exception  of  a spontaneous  abortion.  In 
November,  1986,  she  developed  symptoms  of  pre- 
eclampsia with  hypertension,  proteinuria,  and  nausea. 
In  December,  1986,  a Cesarean  section  was  performed 
and  the  baby  was  delivered  at  30  weeks  gestational  age. 
The  dizzy  spells  persisted  after  delivery.  She  also 
developed  new  symptoms  of  loss  of  vision  in  the  lower 
half  of  the  right  eye,  nausea  and  vomiting,  and 
headaches.  She  was  evaluated  by  her  internist,  and  a 
computerized  tomographic  scan  (CT)  and  magnetic 
resonance  imaging  scan  (MRI)  of  the  brain  were  per- 
formed and  were  unremarkable.  Prednisone  in  doses 
to  60mg  daily,  alprazolam,  and  scopolamine  were 


1.  Rheumatologist,  Rapid  City,  SD. 
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prescribed.  None  of  these  medications  were  helpful. 
She  continued  to  have  episodes  three  to  four  time  daily. 
She  also  began  to  complain  of  intermittent  paresthesias 
in  her  fingers  and  toes.  In  October,  1987,  she  was 
referred  to  a tertiary  care  center  for  evaluation. 

Physical  exam  revealed  a healthy  appearing  young 
woman.  Blood  pressure  was  140/95  mm  Hg.  Head  and 
neck  examination  were  unremarkable.  The  lungs  were 
clear  and  auscultation  of  the  heart  was  remarkable  for 
a grade  II/VI  holosystolic  murmur  heard  best  at  the  left 
sternal  border  that  radiated  into  the  carotid  arteries. 
Abdominal  and  musculoskeletal  examination  were  nor- 
mal. Neurological  examination  was  unremarkable. 
Several  subungal  splinter  hemorrhages  on  the  left  hand 
and  several  10  mm  painful,  erythematous  lesions  on 
both  palms  were  noted. 

Laboratory  investigation  revealed  a hematocrit  of 
41.5%,  a white  blood  count  of  7,200  mm^  with  a normal 
differential,  and  a platelet  count  of  144,000  mm  . 
Electrolytes,  urinalysis  and  liver  function  tests  were 
normal.  PTT  was  prolonged  at  47  seconds  and  did  not 
correct  with  the  addition  of  normal  plasma.  Prothrom- 
bintime (PT)  was  12  seconds  (normal  range  11.2-13.8 
seconds).  Serological  tests  for  syphilis  were  negative. 
MRI  of  the  brain  was  repeated  and  was  normal. 
Electrocardiogram  revealed  mitral  valve  prolapse  and 
minimal  mitral  regurgitation  but  no  valvular  lesions. 
An  antinuclear  antibody  was  positive  in  a titer  of  1:160. 
Titers  for  double  stranded  DNA  antibodies  were  nega- 
tive. ACLA  immunoglobulin  G (IgG)  titers  were 
greater  than  100  GPL.  Immunoglobulin  M (IgM)  an- 
tibodies were  less  than  4 MPL.  LA  tests  were  also 
positive. 

The  patient  was  given  intravenous  heparin  and  her 
symptoms  resolved  once  therapeutic  anticoagulation 
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Figure  1 

Lupus  anticoagulants  are  antiphospholipid  antibodies  that  are  believed  to  interfere  with 
the  formation  of  the  prothrombin  activator  complex  by  inhibiting  the  binding  of 
FactorX,  Factor  V,  calcium  and  prothrombin  to  phospholipids.  This  results  in  in  vitro 
prolongation  of  the  PTT.  APLA=  Antiphospholipid  antibodies. 


was  achieved.  She  was  started  on  warfarin  therapy  and 
the  heparin  was  stopped  when  the  PT  was  20.8  seconds. 
Ten  days  after  discharge,  she  was  readmitted  with  inter- 
mittent diplopia,  right  arm  weakness,  and  headaches. 
Neurological  evaluation  showed  no  deficits.  PT  was 
17.0  seconds. 

She  was 
treated  with 
continuous 
intravenous 
heparin  and 
the  warfarin 
dose  was  in- 
creased. Her 
symptoms 
again 
resolved. 

The  heparin 
was  stopped 
and  she  was 
discharged 
on  warfarin 
alone.  PT 
was  23.1 
seconds  at 
the  time  of 
discharge. 

Over  the 
next  two 

months  she  continued  to  have  occasional  episodes  of 
diplopia  and  headaches.  PT  when  tested  was  always  in 
the  therapeutic  range  and  ranged  from  22.7-24.3 
seconds.  In  February,  1988,  the  warfarin  was  stopped 
and  subcutaneous  heparin  in  a dose  of  5000  units  twice 
daily  was  started.  Since  initiation  of  the  heparin 
therapy,  the  patient  has  had  no  further  neurologic 
symptoms. 

DISCUSSION 

This  young  woman  shows  some  of  the  clinical  features 
and  laboratory  abnormalities  seen  in  APLAS.  She  has 
had  obstetric  complications  and  a history  of  recurrent 
transient  ischemic  attacks.  LA  and  ACLA  as  well  as  a 
prolonged  PTT  were  present.  Her  response  to  therapy 
was  unusual  in  that  she  did  not  respond  to  anticoagula- 
tion with  warfarin  but  only  to  subcutaneous  heparin. 

Tests  Used  to  Identify  Antiphospholipid  Antibodies 

In  order  to  understand  the  APLAS,  it  is  important  to 
first  describe  the  tests  used  to  identify  this  syndrome. 
Three  different  categories  of  tests  are  used  to  detect 
antiphospholipid  antibodies.  These  are  false  positive 
tests  for  syphilis,  LA  tests,  and  radioimmunoassays  or 
ELISA  assays  for  ACLA. 

In  the  serological  tests  for  syphilis  the  antigens  used 
are  a mixture  of  cardiolipin  (phosphatidylglycerol), 
phosphatidylcholine,  and  cholesterol.  False  positive 
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tests  can  be  seen  in  two  groups  of  patients— those  with 
a transient  positive  often  due  to  an  intercurrent  illness 
and  those  with  a chronically  false  positive  test.  Chroni- 
cally false  positive  tests  for  syphilis  have  a high 
incidence  of  collagen  vascular  disease  as  well  as  a high 

incidence  of  LA  and 
ACLA.  In  one  study, 
36%  of  patients  with  a 
false  positive  test  for 
syphilis  were  found  to 
have  LA  activity.^ 
These  tests  are  usually 
of  low  titer  though  emd 
relatively  insensitive  in 
identifying  antiphos- 
pholipid antibodies.^ 
Their  main  usefulness 
lies  in  identifying 
patients  who  should 
be  evaluated  further. 

LA  is  a circulating 
anticoagulant  that 
prolongs  the  phos- 
pholipid dependent 
coagulation  tests  in 
vitro  by  interfering 
with  the  calcium  de- 
pendent binding  of 
Factor  Xa  and 
prothrombin  to  phospholipids.  (Figure  1)  This 
prevents  the  conversion  of  porthrombin  to  thrombin 
and  prolongs  the  PTT  with  usually  no  prolongation  or 
only  slight  prolongation  of  the  PT."*  LA  is  one  of  the 
most  common  causes  of  a prolonged  PTT.  Several 
different  types  for  tests  are  used  to  test  for  LA  activity. 
These  include  the  platelet  neutralization  test,  the  kaolin 
clotting  time,  the  dilute  Russell  viper  venom  time,  the 
dilute  activated  partial  thromboplastin  time,  the  rectil- 
cifieation  time,  and  the  tissue  thromboplastin  inhibition 
tests.^  All  of  these  tests  vary  in  sensitivity,  are  expen- 
sive, are  labor  intensive,  and  are  difficult  to  standardize. 

In  1983,  Harris  and  his  colleagues  developed  a solid 
phase  radioimmunoassay  for  antiphospholipid  an- 
tibodies.^ This  test  was  200-400  times  more  sensitive 
than  serologic  tests  for  syphilis.  The  ELISA  assay  was 
subsequently  developed.  These  tests  are  much  better 
tests  than  those  for  LA.  They  are  relatively  inexpensive, 
reproducible,  and  can  be  done  on  stored  serum.  In 
1986,  a workshop  was  held  to  standardize  the  ACLA 
assays.  Results  are  now  reported  in  GPL  or  MPL  units. 
One  GPL  unit  is  equal  to  the  binding  activity  of  1 g/ml 
of  affinity  purifed  IgG  ACLA;  1 MPL  is  equal  to  that 
of  1 g/ml  of  IgM.^  IgG  ACLA  titers  greater  than  80 
GPL  are  defined  as  high  positive.  High  titer  IgG 
ACLA  as  is  found  in  the  case  report  seems  to  be  more 
strongly  associated  with  clinical  problems  than  IgM 
antibodies. 
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The  clinical  problems  associated  with  both  the  LA 
and  ACLA  are  identical.  Thrombosis  and  fetal  loss 
seem  to  occur  more  commonly  with  high  titer  IgG 
ACLA  than  with  IgM  ACLA.^  Not  all  patients  with  LA 
have  ACLA.  Of  the  patients  with  systemic  lupus 
ertythematosus  (SLE),  61%-91%  have  been  found  to 
have  positive  tests  for  ACLA.^’®’^ 


Clinical  Features 


Thrombotic  episodes  are  a well  recognized  complica- 
tion of  APLAS.  Venous  thrombosis  can  be  recurrent 
or  multiple  and  involve  both  the  superficial  and  deep 
veins.  Renal  vein  thrombosis/*^  Budd-Chiari  syndrome 
with  hepatic  vein  thrombosis/  retinal  vein  throm- 
bosis/^ and  pulmonary  and  axillary  vein  thrombosis 
have  all  been  reported.^  Arterial  thrombosis  most 
commonly  involves  the  cerebrovascular  circulation. 
Coronary,  mesenteric, hepatic,^^  retinav^  and 
splenic  and  renal  artery  thrombosis^^  have  all  been 
described. 


Thrombocytopenia  is  strongly  associated  with  ACLA 
in  SLE  and  other  autoimmune  diseases. Harris  and 
coworkers  also  noted  that  31%  of  patients  with 
idiopathic  thrombocytopenic  purpura  had  ACLA.^^ 
Coombs’  positivity  has  been  frequently  noted  in 
patients  with  SLE  who  have  ACLA.  ACLA  have  also 
been  strongly  correlated  with  patients  with  SLE  and 
Evans’  syndrome  (thrombocytopenia  and  hemolytic 
anemia).  ^ 


Numerous  studies  have  documented  the  association 
between  LA,  ACLA,  and  fetal  loss.  In  SLE,  the  rate  of 
fetal  loss  has  been  estimated  as  high  as  96%.  If 
patients  without  autoimmune  disease  who  have  unex- 
plained recurrent  abortions  are  tested  14%-48%  will 
have  LA^^  and  8%-13%  will  have  ACLA.^^’^^  Placen- 
tal insufficiency  seems  to  be  the  underlying  mechanism 
for  fetal  loss.  The  placentas  are  characteristically  small 
and  histopatholoCT  often  shows  decidual  vasculopathy 
with  infarction.^  Fetal  wastage  can  occur  anytime 
throughout  the  pregnancy  with  slightly  over  half  of  the 
spontaneous  abortions  occurring  in  the  first  trimester 
and  the  rest  spread  over  the  second  and  third 
trimesters.^*^  The  patient  in  the  case  report  had  both  a 
first  trimester  spontaneous  abortion  and  third  trimester 
complications. 

Cardiac  manifestations  in  APLAS  may  involve  the 
valves  resulting  in  valvular  insufficiency^^  or  may  be  due 
to  coronary  artery  thrombosis.^  The  valves  develop 
layers  of  organizing  thrombus  similar  to  Libman-Sacks 
endocarditis.  It  is  thought  that  the  thrombotic  tenden- 
cy may  play  a role  in  the  formation  of  this  abnormality. 
ACLA  have  been  reported  in  patients  with  a myocar- 
dial infarction  under  age  45.  Eight  of  13  survivors  in 
this  group  went  on  to  have  additional  cardiac  events  in 
a follow-up  of  35-64  months.^  An  association  between 
preoperative  ACLA  levels  and  late  coronary  artery 
bypass  occlusion  has  also  been  noted.^^ 


Livedo  reticularis,  a lacey  pattern  of  superficial  di- 
lated veins,  and  other  thrombotic  skin  diseases  have 
been  found  to  be  a feature  of  APLAS.  SLE  patients 
with  livedo  reticularis  have  a greatly  increased  in- 
cidence of  ACLA.^^  Patients  without  a known 
autoimmune  disease  and  livedo  reticularis  also  have  an 
increased  frequency  of  ACLA.  Other  skin  manifes- 
tations include  pyoderma-like  skin  ulcers,  gangrene, 
cutaneous  necrosis,  and  digital  cyanosis. 

Neurologic  symptoms  are  most  commonly  due  to 
cerebrovascular  accidents  or  transient  ischemic  attacks 
as  in  the  case  report.  A variety  of  other  neurologic 
syndromes  have  been  reported  as  possible  manifesta- 
tions of  APLAS.  These  include  ocular  ischemia, 
transverse  myelopathy,  Guilain-Barre  syndrome, 
migraines,  chorea,  and  seizures.^^ 

Prevalence 

In  the  normal  population  the  incidence  of  antiphos- 
pholipid antibodies  is  probably  about  l%-2%.  In 
normal  pregnancy  the  incidence  again  is  believed  to  be 
l%-2%.  In  patients  with  SLE  the  incidence  of  LA  and 
ACLA  is  10%-20%  and  30%-40%,  respectively.^^ 
With  rheumatic  disease  other  than  SLE  the  frequency 
of  ACLA  is  approximately  10%.  This  is  usually  of  low 
titer  though  and  not  associated  with  clinical  manifesta- 
tions.^^ Twenty-one  percent  of  survivors  of  a 
myocardial  infarction  that  occurred  under  age  45  were 
found  to  have  ACLA.^^ 

Treatment 

Treatment  for  APLAS  is  not  well  defined.  Some 
patients  have  antibodies  in  high  titer,  yet  with  no  clinical 
sequelae.^  For  patients  with  thrombotic  events  long 
term  anticoagulation  with  antiplatelet  therapy,  war- 
farin, or  subcutaneous  heparin  have  all  been  used.  In 
this  patient,  warfarin  did  not  seem  to  be  effective  and 
she  continued  to  have  recurrent  cerebrovascular 
symptoms.  Subcutaneous  heparin  was  then  initiated 
and  controlled  the  symptoms.  The  antibodies  involved 
are  quite  heterogeneous  with  regards  to  their  possible 
mechanisms  of  action,  and  is  heterogeneity  may  also 
explain  the  difference  in  their  response  to  therapy.  The 
role  for  corticosteroids  and  immunsuppressive  therapy 
is  as  yet  unknown.  Fulminant  thrombosis  has  been 
successfully  treated  with  immunosuppressive 
therapy, but  there  is  no  real  evidence  to  support  this 
practice  and  response  is  not  predictable. 

In  studies  involving  small  numbers  of  patients,  pred- 
nisone in  doses  of 40-60  mg  j)er  day  and  low  dose  aspirin 
have  reduced  fetal  wastage.”*^’^  High  dose  prednisone 
therapy  in  pregnancy  is  not  benign,  though.  Side  effects 
such  as  weight  gain,  hypertension,  diabetes,  premature 
birth,  and  proteinuria  have  been  noted.^^ 

The  presence  of  ACLA  or  LA  does  not  preclude  a 
normal  pregnancy.  The  presence  of  these  antibodies  in 
a primigravida  does  not  necessarily  require  treatment. 
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Current  recommendations  are  to  follow  the  pregnancy 
with  frequent  fetal  nonstress  tests.  If  progressive 
deterioration  with  cardiac  deceleration  occurs, 
delivery  should  be  performed.^  Screening  for  these 
antibodies  in  pregnant  patients  with  SLE,  a positive 
antinuclear  antibody,  a false  positive  syphilis  serology, 
or  history  of  thrombocytopenia,  thrombosis,  or  recur- 
rent fetal  loss  in  suggested. 

SUMMARY 

The  APLAS  consists  of  clinical  features  of  recurrent 
thrombosis,  thrombocytopenia,  and  recurrent  fetal 
loss.  Distinctive  laboratory  abnormalities  are  as- 
sociated with  this  syndrome.  These  include  prolonged 
PTT,  false  positive  serology  for  syphilis,  LA,  and 
ACLA.  Both  the  thrombotic  complications  and  fetal 
wastage  can  be  treated  with  some  degree  of  success  if 
recognized.  Treatment  can  be  challenging  as  this  case 
report  illustrates.  It  remains  a syndrome  about  which 
there  is  still  much  to  learn.  Controlled  clinical  trials 
need  to  be  completed. 
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A "Practice"  Shot  Heard  ’Round  the 
State! 

Vice  President  Ouayle’s  speech  before  the  ABA 
the  other  day  was  quite  refreshing  to  me  and,  I 
am  sure,  to  most  of  you  also.  I don’t  know  for  sure  how 
many  years  the  association,  both  at  the  state  and  nation- 
al level,  have  been  lobbying  for  torte  reform  (and  we 
did,  indeed,  gain  a little  ground)  but  as  this  monster 
grew  and  more  and  more  people  were  involved,  i.e.,  not 
only  in  the  medical  profession  but  small  businesses, 
corporations,  and  people  in  general,  I think  our  legis- 
lators began  picking  up  the  message  loud  and  clear! 

Most  certainly,  the  vast  majority  of  lawyers  are  as 
compassionate,  true,  and  dedicated  to  the  tenets  of  their 
profession  as  we  are  to  ours.  They  struggle  to  remedy 
the  ills  of  the  injured  client  with  all  the  tenacity  and 
expertise  available  to  them,  not  unlike  a physician’s 
approach  to  a patient’s  illness  or  disease. 

However,  as  I contemplate  this,  I realize  that  there 
are  a number  of  individuals  in  both  professions  who 
should  not  be  practicing.  And  yet,  I can  imagine  how 
ignorant  and  frustrated  I would  feel  should  I begin  to 
champion  the  cause  of  eliminating  these  individuals 
from  the  law  profession  by  litigious  means!  What  I am 
saying,  I guess,  is  that  I know  very  little  about  the  legal 


profession  and  I would  surmise  that  the  majority  of 
lawyers  know  very  little  in  regards  to  the  practice  of 
medicine. 

However-and  here  come  the  klinker-I  have  yet  to  see 
an  advertisement  of  a lawyer  in  a medical  journal  offer- 
ing to  help  right  an  injustice  incurred  by  the  legal 
profession-and  yet  the  legal  journals  abound  with  ad- 
vertisements from  physicians,  "experts"  in  almost  any 
medical  field  of  endeavor,  offering  their  expertise  to  the 
highest  bidder,  granted,  these  physicians  that  advertise 
do  so  with  the  idealistic  notion  that  they  "work  both 
sides  of  the  street"-i.e.  "expert"  witness  for  either  the 
plaintiff  or  the  defendant. 

Well,  it  seems  to  me  that  to  be  an  "expert"  at  any 
endeavor,  you  must  first  and  always  and  continuously 
practice.  How  these  "experts"  find  time  to  practice 
between  court  appearances  is  beyond  me! 

After  all,  you  don’t  receive  the  expert  rifleman’s 
badge  for  knowing  the  muzzle  velocity,  powder  load  in 
drams,  chill,  trajectory,  wind  drift,  etc.  You  get  the 
expert  rifleman’s  badge  by  knowing  all  of  the  above  and 
then  shooting  the  rifle  and  hitting  the  target.  Practice! 
Practice!  Practice!  # 


OCTOBER  1991 


289 


Serving  South  Dakota 
subscribers,  physicians 
and  their  clinics 
for  the  past  35  years... 


South  Dakota  Blue  Shield 

1601  West  Madison,  Sioux  Falls,  SD  57104 


290 


SOUTH  DAKOTA 


University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education , service 
and  research  for  South  Dakotans' 


Psychiatric  Side  Effects  of  Non-Psychiatric 
Drugs 

David  A.  Smith,  MD^ 


ABSTRACT 

Many  drugs  prescribed  for  somatic  diseases  are  capable  of  causing  psychiatric  symptoms  in  patients,  especially 
in  the  elderly,  the  demented  and  probably  in  those  who  already  suffer  from  a mental  illness.  In  this  study  a random 
sample  of  drugs  listed  in  the  PDR  was  reviewed.  In  65%  of  the  drugs  the  manufacturer  lists  potential  psychiatric 
side  effects. 


INTRODUCTION 

Central  nervous  system  and  psychiatric  side  effects  of 
drugs  used  in  the  treatment  of  somatic  illness  occur  with 
alarming  frequency^  and  are  not  easily  recognized.  The 
elderly,  particularly  those  on  several  medications  or 
those  with  a pre-existing  dementia,  are  especially  vul- 
nerable. Individuals  who  have  had  prior  CNS  side 
effects  or  who  suffer  from  a mental  illness  also  are  at 
greater  risk.^ 

To  gain  an  appreciation  of  the  number  of  drugs  with 
a potential  to  cause  CNS  and  psychiatric  side  effects,  I 
did  a randomized  review  of  prescription  drugs  listed  in 
the  1989  PDR  tabulating  the  number  and  calculating 
the  percent  of  drugs  that  might  offend  in  this  way. 

METHODS 

Using  a simple  method  based  on  page  numbers  and 
the  first  drug  listed  subsequent  to  that  number.  I 
reviewed  144  drugs.  Topical  agents,  vitamins,  nutrition- 
als,  psychotropic  and  hypnotic  drugs  were  excluded.  A 
few  drugs  used  regularly  to  treat  somatic  diseases  but 
also  occasionally  used  as  psychotropics  (e.g.  beta 
blockers,  tegretol,  etc)  were  included. 

RESULTS 

For  94  of  144  drugs  (65%),  the  manufacturer  had 
listed  potential  CNS  or  psychiatric  side  effects.  These 


1.  Professor,  Family  Medicine  and  Psychiatry,  USD  School  of 
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Table  I 

Drugs  prescribed  for  somatic  illnesses  with  potential  to 
cause  CNS  or  psychiatric  side  effects. 

Anaesthetic  agents 
Anti-arrhythmics 
Anti-histaminics 
Antibiotics 
Anticholinergics 
Anticonvulsants 

Antihypertensives  (especially  central  acting) 
Chemotherapeutics 
Diet  pills 
Diuretics 
H2  blockers 
Narcotics 

Non  steroidal  anti-inflammatory  agents 
Oral  hypoglycemics 
Steroids 

Sympathomimetics 


included  agitation,  anxiety,  depression,  psychosis  with 
hallucinations,  paranoia  and  delusions,  confusion  and 
delirium,  and  others.  Table  I lists  major  drug  categories 
which  may  cause  CNS  or  psychiatric  side  effects. 

DISCUSSION 

Unless  the  physician  is  aware  of  potential  CNS  or 
psychiatric  symptoms  that  may  result  from  non- 
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psychiatric  drugs,  these  problems  may  be  misdiagnosed 
as  "functional"  psychiatric  illnesses  or  in  the  elderly  as 
"senile  dementia".  To  avoid  therapeutic  misadventures, 
one  should  make  every  effort  to  limit  the  number  of 
drugs  prescribed.  Also,  when  a new  drug  with  the 
potential  to  cause  CNS  side  effects  is  initiated,  follow- 
up should  be  considered  when  the  drug  reaches  steady 
state  (5  to  6 half  lives).  When  treating  the  somatic 
illnesses  of  a patient  with  mental  illness  or  dementia, 
the  physician  should  be  especially  alert  to  subtle  or 
more  serious  changes  in  psychiatric  symptomatology 
which  may  be  the  result  of  non-psychiatric  drugs. 
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Some  of  the  elements  of  the  Omnibus  Budget 
Reconciliation  Act  of  1989  established  charge 
limits  for  non-participating  MDs  which  are  a fixed 
percentage  above  the  fee  schedule  allowable.  General- 
ly these  new  limits  are  more  restrictive  than  the  present 
MAAC.  To  contain  increases  in  volume,  OBRA  89 
established  a Medicare  volume  performance  standard 
(a  slightly  watered-down  version  of  expenditure  tar- 
gets). 

The  fee  schedule  allowable  for  each  procedure  code 
is  based  upon  the  "average  physician".  The  amount  will 
cover  three  components:  physician  work,  practice  costs 
such  as  staff  salaries,  rent,  and  utilities,  and  profes- 
sional liability  insurance.  The  government  will 
determine  a national  average  allowance  for  each  CPT 
procedure  code.  The  national  average  for  each  proce- 
dure will  be  converted  to  an  allowance  for  specific 
localities  using  a geographic  adjustment  factor.  The 
specific  Medicare  allowable  will  simply  be  the  national 
average  multiplied  by  the  geographic  adjustment  factor 
for  your  locality.  If  the  GAP  is  greater  than  1.0,  we  will 
be  paid  more  than  the  national  average.  If  the  GAP  is 
less  than  1.0,  reimbursement  will  be  less  than  the  na- 
tional average.  Each  year  Medicare  carriers  will  supply 
a pricing  profile  with  the  allowance  listed  for  each 
procedure.  Por  most  physicians,  the  geographic  adjust- 
ment factor  will  be  between  .88  and  1.18.  Those  in  the 
more  rural  areas  will  typically  have  a GAP  closer  to  the 
lower  end  of  the  range.  Those  in  urban  areas,  like 
California  and  New  York,  will  have  GAPs  closer  to  the 
upper  end  of  the  range.  MDs  in  Alaska  will  have  the 
highest  adjustment  factor. 

It  appears  the  government  will  continue  the  5%  dif- 
ferential on  allowables,  depending  upon  your 
participating  status.  When  a non-participating 
physician  submits  a claim,  his  charge  will  be  restricted 
to  what  is  now  called  the  charge  limit,  which  is  similar 
to  the  MAAC  except  that  it  is  easier  to  calculate,  but  no 
less  onerous.  As  the  system  is  phased  in,  there  will  be 
little  if  any  financial  advantage  to  remaining  a non-par- 
ticipant by  1993. 

To  determine  the  actual  reimbursement  in  dollars  the 
conversion  factor,  which  is  a mathematical  term,  will  be 
used  to  convert  the  individual  procedure’s  relative 
value  into  a dollar  allowance.  It  is  obvious  the  relative 
values  were  pre-determined  to  provide  some  rationale 


for  payment  reductions  and  have  no  real  relevance  as 
to  the  value  of  the  service  provided.  Allowances  for 
subsequent  years  will  increase  annually  by  a percentage 
determined  by  a medical  inflationary  index,  which  is 
expected  to  be  between  3%  and  5%  through  1995. 
Allowance  for  non-participating  physicians  will  be  95% 
of  the  allowances  provided  for  participating  physicians. 
A non-participants  charge  will  be  restricted  by  the 
charge  limit. 

The  GAP  for  South  Dakota  averages  .90  cmd  an 
example  of  an  allowable  fee  in  South  Dakota  for  a total 
hysterectomy  would  be  calculated  as  follows:  The 
projected  national  average  is  $874,  which  when  multi- 
plied by  90%  would  result  in  an  approved  fee  for  a total 
hysterectomy  of  $786.60.  An  appendectomy  in  South 
Dakota  would  be  reimbursed  at  $435.60,  and  for  a 
transurethral  prostatectomy,  $980.10.  Interestingly,  by 
choosing  to  consider  professional  liability  separately 
from  other  overhead  costs  the  government  will  be  able 
to  monitor  the  effect  of  liability  premiums  on  the  cost 
of  Medicare  services  and  perhaps  this  will  lead  to  some 
meaningful  tort  reform.  The  projected  outcome  in 
terms  of  total  Medicare  expenditures  for  several  areas 
are  as  follows:  Ft.  Lauderdale,  Florida  — 15%  reduc- 
tion; San  Diego,  California  — 19%  reduction;  North 
Central  Iowa  — 26%  increase;  Rural  North  Carolina  — 
32%  increase;  Rural  Georgia  — 24%  increase;  Chicago, 
Illinois  — 8%  increase;  and  Dallas,  Texas  — 19%  reduc- 
tion. 

The  GAF  is  a critical  aspect  of  payment  reform  for 
many  physicians  and  this  will  be  an  area  which  state 
medical  societies  should  monitor  to  assure  boundaries 
are  drawn  reasonably  to  take  into  account  unique 
aspects  within  the  state.  Although  the  transition  period 
extends  to  1996,  the  government’s  simulations  indicate 
60%  of  the  change  in  payment  will  be  accomplished  in 
1992.  The  charge  limit  will  continue  to  be  much  less 
than  your  normal  charge  to  non-Medicare  patients. 
This  limit  perpetuates  unjustified  and  seemingly  uncon- 
stitutional price  controls  imposed  by  the  government. 
It  will  become  increasingly  important  to  control  prac- 
tice costs.  A 10%  reduction  in  total  collections  for  your 
practice  could  result  in  a 20%  reduction  in  your  salary. 
Of  the  total  fee  schedule  allowance  for  a given  proce- 
dure, the  practice  cost  component  will  be  about  50%. 
This  percentage  will  vary  depending  upon  the  average 
physician  who  performs  the  service.  Individual 
physicians  and  state  medical  societies  will  have  to  care- 
fully monitor  carrier  activities.  Otherwise,  they  will 
deny  and  down-code  claims  as  much  as  possible.  We 
are  advised  to  exert  our  appeals  rights  when  we  feel  we 
have  a case. 
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It  will  be  very  important  to  use  the  proper  codes  when 
billing  for  our  services.  For  example,  we  may  use  new 
patient  codes  if  we  have  not  seen  a patient  within  three 
years.  New  patient  codes  pay  up  to  40%  more  than 
comparable  established  patient  services.  Again,  we  are 
warned  that  if  carriers  begin  using  unreasonable  inter- 
pretations to  deny  or  down-code  the  services  billed,  we 
should  exert  our  appeals  rights.  Annual  increases  to 
the  fee  schedule  will  be  based  upon  a number  of  factors, 
one  of  which  is  the  volume  performance  standard. 
Each  year  the  government  will  establish  a "standard"  for 
the  rate  of  total  expenditure  growth  for  physician  ser- 
vices. The  new  balance  billing  limits  further  eliminate 
any  financial  advantages  of  remaining  a non-par- 
ticipant. Beginning  in  1993,  you  will  lose  money  as  a 
non-participant  if  you  take  assignment  on  more  than 
65%  of  the  claims.  You  will  not  have  to  calculate  charge 
limits  as  your  carrier  will  provide  a listing  showing 
allowances  and  charge  limits  for  each  procedure. 

It  is  likely  that  the  private  insurers  will  follow  the  lead 
of  the  government  in  containing  medical  costs.  Ac- 
cording to  the  AM  News,  one  Blue  Cross  Blue  Shield 
executive  stated,  "Medicare  is  a great  strategy  leader. 
We  believe  their  payment  systems,  DRGs  for  hospitals, 
and  RBRVS  for  physicians  are  succinct  and  fair.  We 
strongly  encourage  our  plans  to  move  toward  a fixed 
payment  system."  Understand  the  coding  system  and 
take  advantage  of  every  legitimate  billing  opportunity. 
If  surgeons  use  the  same  codes  for  evaluation  and 
management  as  primary  care  physicians  they  may  ex- 
perience increases  in  the  services  compared  to  current 
payment  levels.  Carefully  review  the  new  CPT  defini- 
tions expected  in  1992  or  1993  for  visits  and 
consultation  codes.  Look  closer  at  the  surgical  proce- 
dure codes  in  CPT  to  make  sure  there  are  not  more 
appropriate  designators  for  the  type  of  procedure  you 
actually  performed.  One  goal  of  the  proposed  system 
is  to  improve  pay  rates  for  services  in  rural  areas.  One 
of  the  goals  of  payment  reform  is  geographic  redistribu- 
tion of  physicians. 

In  conclusion,  the  Medicare  payment  reform  is  an 
important  change  with  many  implications  for  the  prac- 
tice of  medicine.  While  Medicare  law  has  been 
amended  in  recent  years  with  many  onerous  provisions, 
RBRVS  may  well  be  the  most  sweeping  change  since 
the  inception  of  the  program.  # 
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Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolaikylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

AcUoti;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
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anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it:  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 
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have  activity  as  an  aphrodisiac. 
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headache , skin  flushing  reported  when  used  orally.  ^ ^ 
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therapy  not  more  than  10  weeks.3 
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Editorial 


Printed  below  is  a notice  of  additional  services 
available  for  South  Dakota  Medicaid  Eligible 
Children.  The  State  Department  of  Social  Services  is 
anxious  to  inform  physicians  of  these  changes  and  to 
stress  the  importance  of  this  program. 

Certainly  our  country  is  facing  critical  questions  as  to 
universal  access  to  health  care  and  spiraling  health 
costs.  Increasingly  national  medical  journals  are  devot- 
ing articles  to  these  topics.  A salient  example  was  the 
American  College  of  Physicians’  Position  Paper, 
of  Internal  Medicine,  May  1, 1990,  which  suggested  that 
a nationwide  program  was  needed  to  assure  access  to 
health  care  to  all  Americans.  A comprehensive  and 
coordinated  program  was  recommended.  The  titles  of 
other  recent  articles  in  national  journals  are  instructive. 
These  include  "Applying  Brakes  to  the  Runaway 
American  Health  Care  System:  A Proposed  Agenda", 
January  5, 1990;  "Including  the  Poor:  The  Fiscal 
Impacts  of  Medicaid  Expansion",  X4M/4,  February  17, 
1989;  "Reforming  the  Health  Care  System:,  General 
Medicine,  October  4,  1990;  "Children’s  Poverty:  A 
Threat  to  Nation,  Panel  Says",  American  Medical  News, 
May  11, 1990;  and  "Caring  for  the  Uninsured  and  Under 
Insured:  Let’s  Provide  Primary  Care  to  All  Uninsured 
Americans- Now!", X4M/1,  April  24, 1991. 

The  above  articles,  and  other  current  data,  estimate 
that  there  may  be  as  many  as  37  million  Americans 
without  any  form  of  private  or  public  insurance 
coverage.  Many  of  these  individuals  are  working,  but 
are  employed  in  low  paying  jobs  that  do  not  provide 
insurance.  The  magnitude  of  this  problem  is  put  into 
perspective  when  one  considers  that  this  group  without 
insurance  actually  exceeds  the  number  of  Medicare 
recipients  in  this  country  (34  million).  Particularly 
tragic  is  that  approximately  20%  of  our  country’s 
children  live  in  poverty,  and  that  5.5  million  children  live 
in  families  that  subsist  on  50%  of  the  poverty  level. 
Given  this  national  scenario,  the  South  Dakota 
Medicaid  effort  at  promoting  prevention/early  detec- 
tion of  childhood  medical  problems  is  indeed  timely. 

In  noting  the  importance  of  such  a program,  it  is  also 
prudent  to  acknowledge  the  financial  burdens  which 
such  services  necessitate.  In  South  Dakota,  the  total 
Medicaid  budget  is  over  200  million  dollars  a year. 
Approximately  54  million  of  this  represents  state 
general  fund  dollars,  (the  rest  being  made  up  of  match- 
ing federal  funds).  State  expenses  due  to  Medicaid  are 
growing  at  a rate  in  excess  of  20%  increase  per  year. 

And  so  the  dilemma  of  how  to  afford  adequate  access 
to  health  care  for  all  of  our  citizens  goes  on.  Tremen- 
dous human  needs  stand  as  a counterforce  to  the  fear 
and  resistance  generated  by  the  prospect  of  burgeoning 
costs  associated  with  universal  coverage.  The  demands 
and  nuances  of  justice  are  hard  to  fathom. 

J.  W.  Freeman,  MD 
Editor 


Additional  Services  Available  for 
South  Dakota  Medicaid  Eligible 
Children  Under  the  EPSDT  Program 

The  South  Dakota  Medicaid  Program  is  promot- 
ing prevention  and/or  early  detection  and 
treatment  of  medical  problems  for  all  Medicaid  eligible 
children,  birth  through  age  20,  under  the  EPSDT  Pro- 
gram. EPSDT  stands  for  Early,  Periodic,  Screening, 
Diagnosis  and  Treatment. 

An  EPSDT  screening  is  a service  which  can  be 
provided  by  either  a physician  licensed  in  accordance 
with  state  law  or  a licensed  health  professional  acting 
under  the  physician’s  supervision.  The  physician  or 
licensed  health  professional  must  be  enrolled  as  a 
provider  of  services  for  the  Medicaid  Program.  The 
EPSDT  screening  consists  of  (1)  a comprehensive 
health  and  developmental  history,  including  an  assess- 
ment of  the  physical  and  mental  health  development 
appropriate  for  the  child’s  age,  (2)  a comprehensive 
unclothed  physical  exam,  (3)  health  education,  includ- 
ing anticipatory  guidance,  (4)  appropriate 
immunizations  according  to  age  and  health  history,  and 
(5)  laboratory  tests  appropriate  for  age  and  health  his- 
tory. 

The  South  Dakota  Medicaid  Program  has  developed 
a recommended  schedule  in  which  a child  would  be 
seen  on  at  least  15  occasions,  birth  through  age  20,  by  a 
physician  for  completion  of  an  EPSDT  screen.  Inter- 
periodic  screens  are  also  covered  when  determined 
medically  necessary  by  a physician.  Claims  for  an 
EPSDT  screen  must  be  submitted  on  an  EPSDT  claim 
form  which  are  available  from  the  Office  of  Medical 
Services  (605)  773-3495.  Dental,  vision,  and  hearing 
screens  are  being  recommended  on  an  annual  basis. 

New  regulations  will  allow  the  South  Dakota 
Medicaid  Program  to  make  payments  for  medically 
necessary  items  or  services  which  will  correct,  treat  or 
improve  a problem  or  condition  which  has  been  iden- 
tified by  a physician  during  an  EPSDT  screening  service 
even  if  these  items  or  services  are  not  normally  covered 
under  the  Medicaid  Program.  The  expansion  of  ser- 
vices will  include  treatment  of  chemical  dependency, 
in-patient  psychiatric  treatment,  nutritional  therapy,  or- 
thodontic services,  and  additional  legend  prescription 
drugs  or  medical  equipment  which  were  not  normally 
covered. 

If  you  have  questions  regarding  the  EPSDT  program 
please  contact  me  at  (605)  773-3495.  # 

Judy  Hoscheid,  RN 
SD  Dept  of  Social  Service 
Office  of  Medical  Service 
Pierre,  SD 
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For  excellent  response  In  the  treatment  of 
duodenal  ulcers... 


nizatidine 


has  the  right  answers 


Rapid  epigastric  pain  relief"'' 
Fast  and  effective  ulcer  healing 


2,3,4 


‘Most  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 

NZ-2943-B-149347  © 1991,  ELI  LILLY  AND  COMPANY 
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SOUTH  DAKOTA 


AXID®  (nizatidine  capsules) 

Bri«t  Summary  Consult  (tie  packaoe  Insert  tor  complete  prescribing  Information. 
Indications  and  Usage;  1 Actwe  duodenal  u/Cer- tor  up  to  6 weeks  ot  treatment  Most 
patients  heal  within  A weeks. 

2 Maintenance  therapy- tv  healed  duodenal  ulcer  patients  at  a reduced  dosage 
ol  150  mg  h.s.  The  cormtuences  ot  therapy  with  Axid  tor  longer  than  1 year 
are  not  known 

Contraindications  Known  hypersensitivity  to  the  drug  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  H^-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  ot  hypersensitivity  to  other 
receptor  antagonists 

Precautions;  General-^  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  ot  gastnc  malignancy 

2.  Dosage  should  be  reduced  in  patents  with  moderate  to  severe  renal  insutticiency 

3.  In  patents  with  normal  renal  tuncton  and  uncomplicated  hepatic  dystuncton, 
the  dispositon  ol  nizatdme  is  similar  to  that  in  normal  subjects 

Laboratory  tests -Fals^posltve  tests  tor  urobilinogen  with  Multistx*  may  occur 
dunng  therapy 

Drug  Interactions  ~Uo  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocame.  phenytom,  and  warfarin  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  ttwetore,  drug  interactons  mediated  by 
inhibiton  ot  hepatc  metabolism  are  not  expected  to  occur  In  patents  given  very 
high  doses  (3,900  mg)  ot  aspinn  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatdine,  150  mg  b.i.d.,  was  administered  concuaentty 
Caranogenesis.  Mutagenesis,  Impairment  ol  Fertility -A  2-year  oral  carcinogeniaty 
study  in  rats  widi  doses  as  high  as  500  mg/kg/day  (about  80  tmes  the  recommended 
daily  therapeutc  dose)  showed  no  evidence  ol  a carcinogenic  ettecl  There  was  a 
dose-related  increase  in  the  density  ot  enterochromaffin-like  (Ed)  cells  in  the  gastric 
Qxyntc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a caranogenic 
eftM  in  male  mice,  although  hyperplastc  nodules  ot  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  ot  Axid 
(2.000  mg/kg/day.  about  330  tmes  the  human  dose)  shov^  marginally  stabstcally 
significant  increases  in  hepatc  caranoma  and  hepatc  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  ol  the  other  dose  groups.  The  rate  ot  hepatc  carcinoma 
in  the  high-dose  animals  was  within  the  histoncal  control  limits  seen  lor  the  strain 
of  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurent 
controls  and  evidence  of  mild  liver  injury  (tansaminase  elevatons)  The  occurrenr^  ot 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  t)  360  mg/kg/day,  about  60  tmes  the  human  dose),  and  a negatve 
mutagenicity  battery  are  not  considered  evidence  ot  a caranogenic  potental  for  Axid. 

Axid  was  not  mutagenic  in  a battery  ot  tests  performed  to  evaluate  its  potental 
genetc  toxicity,  including  bacterial  mutaton  tests,  unscheduled  DNA  synthesis,  sister 
chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberraton  tests,  and  a 
mioonudeus  test 

In  a 2-generaton,  pennataJ  and  postnatal  fertllty  ^dy  in  rats,  doses  of  nizatdine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductve  performance 
of  parental  animals  or  their  progeny 

Pregnancy-  F&atogenic  Effects -Pregnancy  Category  C-Oral  reproducton  studies 
in  rats  at  doses  up  to  300  tmes  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  tmes  the  human  dose  revealed  no  evidence  of  impaired  fertlity  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  tmes  the  human  dose,  heated  rabbits 
had  abortions,  decreased  number  ot  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg.  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 letus.  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproducbon  capacity  Nizatidine  should  be  used  dunng  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  nsk  to  the  fetus 
Nursing  Afothers- Studies  in  lactating  women  have  shown  that  O.llf)  ot  an  oral 
dose  IS  secreted  in  human  milk  in  proportion  to  plasma  concentrabons  Because  of 
growth  depression  in  pups  reared  by  treated  lactabng  rats,  a deasion  should  be 
made  whether  to  disconbnue  nursing  or  the  drug,  bking  into  account  the  import^ce 
of  the  drug  to  the  mother. 

Pediatnc  (/se- Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderty  /^ben/s- Healing  rates  in  elderly  patents  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalites-  Age  alone  may  not  be  an  important  factor  m the  dispositon  ot 
nizatdine.  Bderty  patents  may  have  reduced  renal  tuncton 
Adverse  Reactions;  Climcaf  tnals  of  varying  duratons  included  almost  5,000  patents 
Among  the  more  common  adverse  events  in  domestc  placebo-contolled  tnals  of 
over  1.900  nizatdine  patent  and  over  1,300  on  placebo,  sweatng  (1%  vs  0.2%). 
urtcana  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significanty 
more  common  with  nizatdine.  It  was  not  possible  to  determine  whether  a vanety  of 
less  common  events  v^e  due  to  the  drug. 

HeP^f/c- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatdine  occurred  in  some  patents.  In  some  cases, 
there  was  marked  elevaton  (>500  lU/L)  in  SCOT  or  ^PT  and.  in  a single  instance. 
SGPT  was  >2,000  lU/L.  The  incidence  of  elevated  liver  enzymes  overall  and 
elevatons  ot  up  to  3 tmes  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patents  All  abnormalites  were  reversible  after  discontnuaton 
of  Axid.  Since  market  mtoducton,  hepatts  and  jaundice  have  been  reported.  Rare 
cases  of  cholestatc  or  mixed  hepatocellular  and  cholestatc  injury  with  jaundice 
have  been  reported  with  reversal  ot  tie  abnormalites  after  discontnuaton  ot  Axid. 

Can//oi^sci//ar-ln  dinical  pharmacology  studies,  short  episodes  of  asymptomatc 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

C/VS-Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocone- Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed  no 
evidence  of  antandrogenic  actvity  due  to  nizatdine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patents  on  nizatdine  and  those  on  placebo 
Gynecomasta  has  been  reported  rarely. 

Wemafo/og/c- Fatal  thrombocytopenia  was  reported  in  a patent  treated  with 
nizatdine  and  another  H^-receptor  antagonist  This  patent  had  previously  expenenced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  ot  thrombocytopenic  purpura 
have  been  reported 

lntegumental-S'ftea\\rig  and  urtcana  were  reported  significanty  more  trequentiy 
in  nizatdine-  than  in  placebo-treated  patents.  R^  and  exfoliatve  dermatts  were 
also  reported 

Hypersensitivity -/i&  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatdine  administraton  have  been  reported  Rare  episodes  ol  hypersensitvity 
reactons  (eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Other-Kyperuncemia  unassoaated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  fever,  and  nausea  related  to  nizatdine  have  been  reported 
Ovcrdosage;  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitonng  and  supportive  therapy  Renal  dialysis  does  not  substantally  increase 
clearance  ol  nizatdine  due  to  its  large  volume  ot  distnbuton 

PV  2091  AMP 
(0911901 
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Smart. 

Choice. 

We  offer  an  alternative  to  the  traditional  brokerage 
house  concept  of  investing.  As  fee-based  advisors,  we 
can  recommend  a wide  variety  of  investment 
opportunities  that  are  inyor/rbest  interests. 
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OCTOBER:  NATIONAL  BREAST  CANCER 
AWARENESS  MONTH 

PHYSICIANS  CAN  SAVE  LIVES 

C ost  Savings  Through  Early  Detection 
A nnual  Provider  Breast  Exams 
N otify  Patients  About  Mammography 

C ollaborate  With  Local  Health  Groups 

to  Promote  Breast  Cancer  Awareness  Month 
E ducate  Patients  on  "Self-Breast  Examination" 

R each  Out:  Give  a Presentation  in  Your 

Community  "Early  Breast  Cancer  Detection" 
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Business  Planning 
Financial  Consulting 
Real  Estate 
& Business  Brokerage 


South  Dakota 

DRUG  INFORMATION  CENTER 
1-800-456-1004 


OPEN  e\t:ry  day 
8:00  am  - 4:30  pni 


For  questions  on: 

• Availability 

• Identification 

• Drug  Interactions 

• Dosing 

• Drugs  of  Choice 


Side  effects 

Stability 

Safety 

Therapeutics 

Pharmacokinetics 
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AMA  Physician  Recognition  Award 


AMA  Physician  Recognition  Award  Recipients 

Congratulations  to  the  physicians  in  south  Dakota  who  have  earned  the  AMA  Physician  Recognition  Award  in  the 
months  of  May,  June,  July  and  August,  1991. 

May 


Robert  J.  Evans,  MD 

George  C.  Flora,  MD* 

William  C.  Fuller,  MD* 

Richard  P.  Holm,  MD* 

Sioux  Falls 
Sioux  Falls 
Sioux  Falls 
Brookings 

Bradley  B.  Randall,  MD* 

Howard  L.  Saylor,  MD* 

Douglas  M.  Traub,  MD* 

David  J.  Yecha,  MD* 

Sioux  Falls 
Huron 
Rapid  City 
Gettysburg 

Harland  T.  Hermann,  MD* 

Robert  K.  Johnson,  MD* 

Daniel  J.  Kennedy,  MD* 

June 

Sturgis 
Rapid  City 
Sioux  Falls 

Gregg  M.  Tobin,  MD* 

Robert  E.  VanDemark,  Sr,  MD* 

Winner 
Sioux  Falls 

Jay  D.  Bachmayer,  MD* 

Michael  R.  Ferrell,  MD* 

Richard  A.  Jaqua,  MD* 

July 

Aberdeen 
Sioux  Falls 
Sioux  Falls 

Patricia  B.  Makers,  MD* 

Michael  W.  Pekas,  MD* 

Mitchell 
Sioux  Falls 

Charles  B.  Gwinn,  MD* 

K-Lynn  Paul,  MD* 

August 

Fort  Meade  James  L.  Quale,  MD 

Sioux  Falls 

Sioux  Falls 

*members  of  the  South  Dakota  State  Medical  Association 


Correspondence 


Thank  you  very  much  for  the  South  Dakota  State 
Medical  Association  scholarship.  I appreciate 
very  much  the  assistance  the  medical  profession  is 
providing  me  to  continue  my  education. 

Cindy  Duimstra,  MS  III 
Rapid  City,  SD 


Enclosed  is  a copy  of  the  standard  order  form  for 
admission  to  the  intensive  care  unit  on  any 
patient  with  chest  pain  (see  pages  299  & 300).  This  form 
has  been  developed,  revised  and  re-revised  many  times 
over  in  the  last  ten  years.  The  present  form  is  what  the 
committee  has  most  recently  developed  and  is  being 
utilized  in  our  hospital  at  the  present  time. 

We  think  it  represents  a superior  method  for  a rural 
hospital  to  provide  the  best  up  to  date  quality  care  for 
acute  chest  pain  patients.  It  standardizes  our  care  and 
eases  the  admission  for  even  the  most  stressed  or  bleary- 


eyed  physician  in  the  middle  of  the  night.  Our  commit- 
tee would  like  to  present  it  to  the  SOUTH  DAKOTA 
JOURNAL  OF  MEDICINE  to  share  because  we  think 
it’s  good,  and  might  benefit  other  hospitals  in  their 
developing  a similar  standard  order  form.  # 

Richard  P.  Holm,  MD 
Brookings  Hospital 
ICU  Committee  Chairman 
Brookings,  SD 

Committee  Members: 
Richard  P.  Holm,  MD 
Robert  Shaskey,  MD 
M.  Venugopal,  MD 
Merlin  Beninga,  CRT 
Laura  Willert,  RN 
Jan  elites,  RN 
James  Powers,  Pharm  D 
Steven  Bunkers,  RN  CRNA 
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SOUTH  DAKOTA 


BROOKINGS  HOSPITAL 
INTENSIVE  CARE  ORDER  SHEET 
FOR  MYOCARDIAL  INFARCTION 


Date Allergies  

(A  check  or  line  indicates  physician’s  order.  This  must  be  signed  within  24  hours  if  ver- 
bal orders  are  given.) 


A.  Admit  to  ICU.  Dx; 


B.  DIAGNOSTIC  PLANS: 

1. Vital  signs  q 1 hrx4:  then  q 4 hrs.  If  unstable  v.s.  q 1 hr  until  stable. 

2 Weight  daily  while  in  unit. 

3. l&O  q 8 hours. 

4  Continuous  EKG  monitoring.  Record  a strip  q 8 h,  and  when  abnormal  rhythm. 

5  On  admission  obtain  CBC,  PT,  PTT,  Na-f , K + , CI-,  glucose,  chem  panel,  CPK,  CK/MB,  LDH,  LDH  isoen- 

zymes,UA,  12  lead  EKG,  and  CXR. 

6  If  any  total  CPK  is  normal  and  the  CK/MB  is  elevated,  do  CPK/isoenzymes  by  electrophoresis  for  confirmation. 

7  CPK  and  CK/MB  q AM  X 3 days  while  in  ICU  or 

LDH  and  LDH  isoenzymes  q AM  X 3 days  while  in  ICU  or  . 

12  lead  EKG  q AM  X 3 days  while  in  ICU  or 

8  Other  

C.  THERAPEUTIC  PLANS: 

1  Thrombolytic  therapy  refer  to  appropriate  protocol. 

2  Visitors  are  limited  based  on  nurse's  discretion. 

3. Activity:  Bedrest  unless  otherwise  noted  

4 Commode  with  assistance  and  may  stand  to  void  with  assistance. 

5.  Full  liquid  diet  with  decaffeinated  coffee  for  24  hours,  (not  extremely  hot  or  cold).  Then  advance  to  soft,  3-5  gm 

salt,  cholesterol  lowering  diet  with  decaffeinated  coffee. 

6.  Oxygen  by  nasal  cannula  at  2-3  liters/minute  or 

7.  ASA  325  mg  po  on  admission  and  q AM. 

8 Apply  Nitroglycerin  patch  10  mg  or _.  Off  nitroglycerin  patch  from to 

(6-12  hours  off  NTG  prevents  tachyphylaxis). 

9. Heparin  5,000  units  sub-q  q 12  hrs  or 

10 Insert  a #18  IV  cannula  and  begin  D5W  at  35ml/hr. 

11. Morphine  2-3  mg  IV  q 5 min  PRN  chest  pain.  Contact  physician  if  pain  persists  after  10  mg. 

12 Initial  bolus  of  Lidocaine  on  first  contact  (Ambulance,  ER,  or  ICU.)  See  loading  dose  table  on  reverse  side.  Then 

Lidocaine  IV  drip  for  next  72  hours  per  protocol  on  reverse  side.  For  breakthrough  dysrhythmias,  give  bolus  dose 
and  increase  maintenance  infusion.  If  dysrhythmias  continue,  contact  physician.  Hold  lidocaine  and  notify 
physician  if:  heart  block,  HR  less  than  60,  seizures,  or  altered  consciousness. 

13. Metoprolol  tartrate  (Lo  Pressor)  5 mg  IV  q 2 minx 3 doses,  then  50  mg  po  q 6 hrx48  hr,  then  100  mg  bid 

thereafter.  (An  appropriate  case:  continued  chest  pain,  stable  or  high  BP,  no  CHF  or  bradydysrhythmia.) 

14 Nitroglycerin  drip:  start  at  5 mcg/min  and  titrate  q 3-5  min  up  to  20  mcg/min  for  pain  control.  If  no  response, 

notify  physician.  (See  dose  table  on  reverse  side.) 

15. Sedation  medication:  Triazolam  (Halcion)  0.125  mg  po  hs  prn  or 

16  Nausea  medication:  Prochlorperazine  (Compazine)  5 mg  IV  q 3-4  hr  prn  or  

17  Stool  softener:  Docusate  (Colace)  100  mg  po  q am  or  

18. Acetaminophen  650  mg  po  q 4 hrs  prn  discomfort. 

19 Follow  cardiopulmonary  resuscitation  according  to  standard  protocol. 

20.  Nurse  to  provide  passive  ROM  exercises  TID  when  appropriate.  Upper  extremities  5 repetitions  and  lower 

extremities  10  repetitions  or  

21.  Notify  PT  to  teach  patient  hourly  active  plantar  and  dorsal  flexion  exercises  of  feet  when  appropriate.  When 

stable  and  confirmed  M.I.,  notify  PT  to  inititate  Cardiac  Phase  I. 

22.  Other:  

D.  EDUCATIONAL  PLANS:  (According  to  patient's  situation  and  need). 

1 RN  to  orient  patient  to  ICU 

E.  Other  


Physician  signature: 


Orders  noted  by: 
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LIDOCAINE 


Loading  Dose:  1.5  mg/kg  over  1-2  minutes 

If  heart/liver  failure:  0.75  mg/kg  over  1-2  minutes 

Maintenance  Infusion:  (Maximum  55  mcg/kg/min) 

20  mcg/kg/min 
If  heart/liver  failure:  10  mcg/kg/min 

Breakthrough  Dysrhythmias:  Bolus  dose:  0.5  mg/kg  (Repeat  in  increments  of  5 minutes  in  doses  of  approx- 
imately 0.5  mg/kg  [25-50mg]  until  initial  dysrhythmia  is  suppressed.) 

EXAMPLES:  1001b  Load:  68  mg  Maint:  .9  mg/min  Bolus:  25  mg 

150  1b  105  mg  1.4  mg/min  40  mg 

200  1b  136  mg  1.8  mg/min  50  mg 

MAINTENANCE  INFUSION  (DRIP) 

LIDOCAINE  2 Gms.  in  500  ml  D5W=  (4  mg/ml)  Usual  dose  = 20  mcg/Kg/min  (normal  pt)* 

10  mcg/Kg/min  (CHF  pt.)t 


*by  weight 
take  tt  of  lbs.  x 
0. 136  = ml. /hr. 
for  normal  pt. 

^for  CHF  pt., 
take  # above  x 
0.5  = ml.  /hr. 


t Standard  dose  = 
20  to  50  meg.  / 
Kg.  /min. 


ALL  RATES  BELOW  ARE  ml./hr.  FOR  MAINTENANCE  INFUSION* 


Lb. 

Kg. 

10  mcg/Kg/min. 

20  meg 

30  meg 

40  meg 

50  meg 

88 

40 

6.0 

12.0 

18.0 

24.0 

30.0 

99 

45 

6.75 

13.5 

20.25 

27.0 

33.75 

110 

50 

7.5 

15.0 

22.5 

30.0 

37.5 

121 

55 

8.25 

16.5 

24.75 

33.0 

41.25 

132 

60 

9.0 

18.0 

27.0 

36.0 

45.0 

143 

65 

9.75 

19.5 

29.25 

39.0 

48.75 

154 

70 

10.5 

21.0 

31.5 

42.0 

52.5 

165 

75 

11.25 

22.5 

33.75 

45.0 

56.25 

176 

80 

12.0 

24.0 

36.0 

48.0 

60.0 

187 

85 

12.75 

25.5 

38.25 

51.0 

63.75 

198 

90 

13.5 

27.0 

40.5 

54.0 

67.5 

209 

95 

14.25 

28.5 

42.75 

57.0 

71.25 

220 

100 

15.0 

30.0 

45.0 

60.0 

75.0 

231 

105 

15.75 

31.5 

47.25 

63.0 

78.75 

242 

110 

16.5 

33.0 

49.5 

66.0 

82.5 

253 

115 

17.25 

34.5 

51.75 

69.0 

86.25 

NITROGLYCERIN 

50mg  amp  (5mg/ml-10ml) 

MIX:  50mg  (1  amp)  in  500ml  D5W  = 0.1mg/ml  (lOOmcg/ml) 

NOTE:  Use  glass  container  and  IV  Pump  tubing.  NO  IV  FILTER 
Usual  dose=  5 meg/min  titrated  q 3-5  min.  up  to  20  meg/min.  to  control  pain. 

2mcg/min=  1.2  ml/hr 
3 meg/min  = 1.8  ml/hr 
5mcg/min=  3.0  ml/hr 
10mcg/min=  6.0  ml/hr 
20  mcg/min=  12.0  ml/hr 

NO  MAXIMUM  DOSAGE  SPECIFIED,  INCREASE  BY  INCREMENTS  OF  5 meg/min  EVERY  3-5  MINUTES  OR 
MORE.  IF  NO  RESPONSE  SEEN  AT  20  meg/minutes,  CALL  PHYSICIAN. 

NITROGLYCERIN  VIAL  and  GLASS  D5W  ARE  KEPT  IN  PHARMACY  WITH  THE  IV  SOLUTIONS  ON  CART. 
USE  REGULAR  IV  PUMP  TUBING. 


30  meg/min  = 18.0  ml/hr 
40  mcg/min  = 24.0  ml/hr 
50  meg/min  = 30.0  ml/hr 
60  mcg/min  = 36.0  ml/hr 
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^^gfj/'New! 


Mollie  O.  Krafka,  President,  South  Dakota  State 
Medical  Association  Auxiliary 

My  mother  used  to  say,  "Mollie  O.,  you’e  skating 
on  thin  ice".  It  meant  that  whatever  I was 
doing  was  risky;  that  I was  about  to  cross  THE  LINE! 
Most  of  the  time,  it  didn’t  stop  me.  I did  what  I thought 
was  the  right  thing  to  do  then,  and  I still  try  to.  With 
that  in  mind,  I urge  you  to  take  an  honest  look  at  your 
MEDICAL  MARRIAGES. 

It’s  Confluence  time  for  auxilians!  What  has  that  to 
do  with  Self-Care  or  "thin  ice"?  Go  with  me  on  this,  and 
you’ll  see  the  connection.  Confluence  is  one  of  those 
wonderful,  Self-Care  types  of  things  that  I have  stated 
that  membership  in  the  AMAA  (plus  membership  in 
the  district  and  state)  can  offer  a spouse.  It  is  an 
intensive,  three-day  meeting  to  train  future  auxiliary 
leaders  to  lead,  and  it  informs  them  on  issues  of  impor- 
tance to  them  in  a variety  of  ways. 

It  was  at  one  of  these  Confluences  that  one  of  the 
speakers  presented  information  from  two  books  on 
medical  marriages.  My  ears  perked  up  because  I’m 
interested  in  medical  marriage;  having  one  as  I do  (for 
the  moment).  As  soon  as  I returned  home,  I ordered 
the  books,  read  them  hungrily,  and  immediately  got 
indigestion.  The  subject  matter  was  too  close  for  com- 
fort, but  I felt  that  it  was  important  to  take  a look  at  what 
is  contained  in  the  pages  of  the  books. 

These  books  make  note  of  characteristics  common  to 


those  who  choose  medicine  as  a career  and  those  char- 
acteristics which  are  common  to  those  who  choose 
those  who  chose  medicine.  They  suggest  that  these 
characteristics  can  occasionally  get  in  the  way  of  a 
healthy  relationship  and  effective  communication. 
Add  to  that  the  fact  that  both  partners  in  a medical 
marriage  live  in  a state  of  varying  degrees  of  "codepen- 
dence" to  medicine,  and  the  stresses  and  strains  can 
mount. 

Please  take  a look  at  your  very  own  medical  marriage. 
Does  it  need  some  care?  If  it  does,  I sincerely  hope  you 
will  attend  to  caring  for  it,  because  some  of  the  most 
fabulous  people  I know  are  the  individuals  in  those 
marriages,  and  I want  them  to  have  long,  healthy,  and 
happy  lives.. .together. 

If  someone  were  to  ask  me  if  I think  a physician’s 
health,  marriage,  and  children  are  less  important  than 
someone  else’s,  anyone  else’s.  I’d  have  to  say  no.  I 
realize  that  my  observation  is  far  to  simplistic,  but  it  is, 
I believe,  realistie  and  important  to  strive  to  keep  that 
thought  close  by  where  each  of  us  can  look  at  it  often 
and  do  what  we  can  to  live  that  way  as  much  as  humanly 
possible  for  the  sake  of  those  same  physicians;  their 
health,  marriages,  children,  and  future. 

Someone  whose  name  you  wouldn’t  recognize  once 
said,  "Life  is  what  happens  to  you  when  you’re  making 
other  plans".  If  your  personal,  medical  marriage  is  in 
order,  you’ll  be  better  able  to  handle  whatever  comes 
your  way,  be  it  the  RBRVS  or  something  closer  to  home. 

Those  books  are... 

Medical  Marriages,  edited  by  Glen  O.  Gabbard,  MD 
and  Roy  W.  Menninger,  MD,  American  Psychiatric 
Press. 

and... 

Doctors’  Marriages,  by  Michael  F.  Meyers,  MD, 
Plenum  Medical  Book  Company. 

James  Thurber  is  most  known  for  his  humor,  but  he 
also  said... 

"Let  us  not  look  back  in  anger,  nor  forward  in  fear, 
but  around  in  awareness." 

Henry  Ford  is  not  known  for  his  humor,  and  he  said... 

"Coming  together  is  a beginning;  keeping  together  is 
progress;  working  together  is  suceess."  # 
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EMERGENCY  MEDICAL  PHYSICIANS.  PC 


Progressive  physi- 
cian owned  organ- 
ization has  full-time 
positions  available 
for  emergency  physicians  in  several  north- 
western communities  including  Sioux  Falls  and 
Yankton,  South  Dakota,  Casper  and  Cheyenne, 
Wyoming  and  Pasco,  Washington.  Competitive 
compensation  plus  an  excellent  benefit  pack- 
age including  malpractice,  health,  disability  and 
life  insurance  as  well  as  profit  sharing  and  CME 
benefits.  Flexible  schedules,  attractive 
communities  to  provide  exceptional  working 
and  living  conditions,  exciting  recreational 
opportunities. 


Contact:  Janet  Cowley 

Recruitment  Coordinator 
EMP,  PC 

(307)  632-1436/FAX  (307)  635-4642 
P.O.  BOX  805 
Cheyenne,  WY  82003 


Family  Practitioners 

to  join  three  other  Family  Practitioners  in 
rapidly  expanding  35-physician 
multi-specialty  group  in  Yankton. 
Located  on  beautiful  Lewis  & Clark  Lake, 
this  community  of  12,000+  has  an 
excellent  school  system  and  year  round 
recreational  activities.  The  Clinic  is 
located  across  the  street  from  a 144-bed 
hospital  and  Mount  Marty  College,  and  26 
miles  from  the  University  of  South  Dakota 
and  School  of  Medicine. 

Excellent  income,  with  incentive 
distribution  after  one  year.  Generous 
benefits  package,  malpractice  insurance 
and  relocation  expenses  paid.  Partnership 
with  no  buy-in. 

Send  CV  to: 

Don  Lake,  Administrator 
Yankton  Medical  Clinic,  PC 
1104  West  8th  Street 
Yankton,  South  Dakota  57078 
Telephone:  (605)  665-7841  (call  collect) 


Redwood  Falls,  Minnesota 
Family  Physician 

Outstanding  practice  site  in  rural  south- 
western Minnesota,  2 1/2  hours  from  Twin 
Cities  or  Rochester.  Currently  have  4 family 
physicians,  1 general  surgeon;  looking  to 
expand  by  1 or  2 BC/BE  family  physicians. 
Full  range  of  family  practice  with  competi- 
tive salary.  Superb  benefit  and  retirement 
package,  very  liberal  vacation  time. 

Please  respond  with  CV  and  three  letters  of 
reference  to  Dr.  S.D.  Medrud,  Redwood 
Medical  Center,  1100  E.  Broadway,  Red- 
wood Falls,  MN,  507-637-2985,  or  Mr.  Jim 
Schulte,  Hospital  Administrator,  Redwood 
Falls  Hospital,  100  Fallwood  Road,  Red- 
wood Fails,  MN  56283,  507-637-2907. 


Physician 

Opportunity  exists  at  this  204  bed  medical 
center  for  a BC/BE  internist  or  family  prac- 
titioner to  work  in  our  ambulatory  care 
section.  Join  the  nation’s  largest  health 
care  team.  Licensure  any  state.  Must  meet 
English  proficiency  requirement.  Competi- 
tive salary  with  excellent  benefits.  Enjoy 
Grand  Island,  Nebraska,  named  one  of  the 
50  best  towns  in  America  and  three  time 
recipient  of  the  All-American  City  Award. 

Contact  or  Send  CV  to: 

Stephen  W.  Maks,  MD 
Chief  of  Staff 
VA  Medical  Center 
2201  N Broadwell 

Grand  Island,  NE  68803 

308-382-3660,  ext.  2106 

EQUAL  OPPORTUNITV  EMPLOYER 
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OB/GYN  Physicians 

to  join  two  other  OB/GYN  physicians  in 
rapidly  expanding  35-physician 
multi-specialty  group  in  Yankton. 
Located  on  beautiful  Lewis  & Clark  Lake, 
this  community  of  12,000-1-  has  an 
excellent  school  system  and  year  round 
recreational  activities.  The  Clinic  is 
located  across  the  street  from  a 144-bed 
hospital  and  Mount  Marty  College,  and  26 
miles  from  the  University  of  South  Dakota 
and  School  of  Medicine. 

Excellent  income,  with  incentive 
distribution  after  one  year.  Generous 
benefits  package,  malpractice  insurance 
and  relocation  expenses  paid.  Partnership 
with  no  buy-in. 

Send  CV  to: 

Don  Lake,  Administrator 
Yankton  Medical  Clinic,  PC 
1104  West  8th  Street 
Yankton,  South  Dakota  57078 
Telephone:  (605)  665-7841  (call  collect) 


Medical  Equipment  for  Sale 

Medical  equipment,  furniture  and  supplies  to 
adequately  furnish  a 1-2  doctor  medical  practice. 
All  equipment  is  in  excellent  and  well  maintained 
condition.  Equipment  will  furnish  3 complete  exam 
rooms,  E.  R.,  laboratory,  x-ray  room,  business  office, 
receptionist  area,  and  waiting  room.  Lab  items  are 
to  numerous  to  mention  but  include  a Coulter  ZF-5 
Analyzer  (Hgb,  WBC,  Hct,  RBC),  AO  binocular 
microscope,  large  centrifuge  and  incubator,  and 
Ritter  Speedclave.  Three  exam  rooms  include 
deluxe  Hamilton  Steelcrest  equipment,  Hamilton 
pediatric  exam  table,  Burdick  EK5A  EKG  unit,  and 
jFrigitronics  cryosurgical  system.  X-ray  room 
includes  a 300  ma  x-ray  machine  (over  25  years  old 
and  used  for  extremities),  automatic  processor,  and 
cassettes,  etc.  All  equipment  is  presently  being  used 
by  a solo  medical  doctor  who  will  be  retiring.  Must 
see  to  appreciate.  Will  sacrifice  all  equipment  for 
only  $19,500,  a fraction  of  its  market  value.  Sorry, 
but  items  cannot  be  sold  separately.  Equipment  is 
located  in  Minneapolis,  MN  area.  For  a complete 
list  of  the  equipment  or  for  an  appointment  to  see 
the  equipment,  please  send  inquiries  to: 

SOUTH  DAKOTA  JOURNAL  OF  MEDICINE 
1323  S Minnesota  Avenue 
Sioux  Falls,  SD  57105 


Infectious  Disease  Update 
in  Clinical  Practice 

Holiday  Inn  Rushmore  Plaza 
Rapid  City,  South  Dakota 
January  23-24, 1992 

Third  Annual  Conference  Sponsored  By: 

Department  of  Internal  Medicine 
USD  School  of  Medicine 
and 

Rapid  City  Regional  Hospital 

Physicians,  nurses,  hospital  epidemiologists,  and 
phamiacists  are  encouraged  to  attend 

Thursday  - 8:00  am  - Registration  and  breakfast 

Topics:  Practical  Aids  management;  HIV 

and  the  Health  Care  Worker;  Device- 
Related  Infections;  Infections  & the 
Great  Outdoors;  Home  IV  therapy; 
Cost  containment. 

Friday  - 7:00  am  - "Meet  the  Professor"  ses- 

sions and  breakfast 

Topics:  Lyme  disease;  Viral  hepatitis;  Practi- 

cal issues  in  infectious  disease; 
AIDS/STD’s;  Home  IV  therapy;  An- 
tibiotics in  general;  Biotechnology 
and  applications  to  infectious  disease. 

8:00  am  - Regular  sessions 

Topics:  Antifungal  update;  Home  IV 

therapy;  Antibiotic  update;  Antiviral 
update;  Practical  issues  in  the  control 
of  infectious  diseases;  Infectious  dis- 
ease and  the  clinical  laboratory;  Viral 
diagnostics;  Tuberculosis,  current  is- 
sues and  management. 

Special  Guest  of  the  American  Society  of  Internal 
Medicine  speaks  on  the  impact  of  recent  changes 
in  relative  value  scale  for  physicians. 

CME  credit:  18  hours/AMA  Category  I of  the 
Physician’s  Recognition  Award.  Application  for 
credit  has  been  made  to  the  SD  Board  of 
Pharmacy  and  The  SD  Nurses’  Association. 

Registration  Fee:  $40.  Preregistration  advised. 

For  registration  information,  please  call:  (605) 
339-6790. 
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Future  Meetings 


November 

Upper  Midwest  Sleep  Society  Meeting,  St.  Paul  Hotel,  St.  Paul, 

MN,  Nov  1.  CME  credit  avail.  Contact:  Off  of  Academic 
Affairs,  Hennepin  County  Med  Ctr,  701  Park  Ave,  Suite 
4215,  Minneapolis,  MN  55415. 

4i  « « 

Fifth  Annual  Scientific  Assembly  of  the  American  College  of 
Chest  Physicians,  Marriott  and  Moscone  Ctr,  San  Francisco, 
CA,  Nov  4-8.  CME  credit  avail.  Contact:  Am  College  of 
Chest  Phys,  Div  of  Education,  3300  Dundee  Road, 
Northbrook,  IL  60062-2348. 

« * * 

Second  Annual:  New  Drugs  and  Technology  for  the 
Perioperative  Period,  Marriott  Hotel,  Omaha,  NE,  Nov  9-10. 
Contact:  Sally  C.  O’Neill,  Ph.D,  Assoc.  Dean,  CME, 
Creighton  Univ,  2500  California  St,  Omaha,  NE  68178. 
Phone:  (800)  548-2633. 

* * * 

Advanced  Cardiac  Life  Suppoii,  UNMC  Campus,  Omaha, 

NE,  Nov  14-15.  CME  credit  avail.  Contact:  Ctr  for  Cont 
Educ,  U of  Neb  Med  Ctr,  600  S 42nd  St,  Omaha,  NE 
68198-5651.  Phone:  (800)  228-9630. 

* * * 

Strategies  in  Piimaiy  Care  Medicine,  Holiday  Inn  East,  St. 
Paul,  MN,  Nov  14-16.  Fee:  $245.  16.5  hrs  AAFP  & AMA 
Category  1 credit.  Contact:  Registrar,  CME,  St 
Paul-Ramsey  Med  Ctr,  640  Jackson  St,  St.  Paul,  MN  55101. 
Phone:  (612)  221-3992. 

* * * 

SD  State  Osteopathic  Association  Annual  Meeting  and  Family 
Practice  Update,  Ramkota  Inn,  Pierre,  SD,  Nov  15-16.  Fee: 
$100.  15  hrs  AOA  Category  1 & 14  hrs  AAFP  Category  1 
credit.  Contact:  Lorin  D.  Pankratz,  PO  Box  89302,  Sioux 
Falls,  SD  57105-9302.  Phone:  (605)  361-6004. 

* * * 

Advanced  Cardiac  Life  Suppoii  Renewal  Coiase,  UNMC 
Campus,  Omaha,  NE,  Nov  18.  CME  credit  avail.  Contact: 
Ctr  for  Cont  Educ,  U of  Neh  Med  Ctr,  600  S 42nd  St,  Omaha, 
NE  68198-5651.  Phone:  (800)  228-9630. 

4i 

Practical  Approaches  to  Managing  Trauma,  Holiday  Inn,  St. 
Paul,  MN,  Nov  21-22.  Fee:  $200.  13  hrs  AAFP  & AMA 
Category  1 credit.  Contact:  Registrar,  CME,  St. 
Paul-Ramsey  Med  Ctr,  640  Jackson  St,  St.  Paul,  MN  55101. 
Phone:  (612)  221-3992. 

December 

Annual  Cardiopulmonaiy  Medicine  Update,  St.  Paul-Ramsey 
Med  Ctr,  St.  Paul,  MN,  December  5-7.  Fee:  $245.  16  hrs 
AMA  Category  1 credit.  Contact:  CME,  Ramsey 
Foundation,  640  Jackson  St,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992, 

* 4> 

Advanced  Trauma  Life  Suppoii,  UNMC  Campus,  Omaha, 
NE,  Dec  5-7.  Contact:  Ctr  for  Cont  Educ,  U of  Neb  Med  Ctr, 


600  S 42nd  St,  Omaha,  NE  68198-5651.  Phone:  (800) 
228-9630. 

* * * 

Urology  Conference,  Marriot  Hotel,  Omaha,  NE,  Dec  7. 
Contact:  Sally  C.  O’Neill,  Ph.D,  Assoc  Dean,  CME, 
Creighton  University,  2500  California  St.  Omaha,  NE  68178. 
Phone:  (800)  548-2633. 

* * * 

Nebraska  OB/Gyn  Society  Scientific  Session,  Bally’s,  Las 
Vegas,  NV,  Dec  5-8.  Contact:  Ctr  For  Cont  Educ,  U of  Neh 
Med  Ctr,  600  S 42nd  St,  Omaha,  NE  68198-5651.  Phone: 
(800)  228-9630. 

January 

Infectious  Disease  Update  in  Clinical  Practice,  sponsored  by 
Internal  Medicine,  USD  School  of  Medicine  and  Rapid  City 
Regional  Hospital,  Holiday  Inn  Rushmore  Plaza,  Rapid 
City,  SD,  Jan  23-24.  18  hrs  AMA  Category  1 credit.  Fee:  $40. 
Contact:  USD  School  of  Medicine,  Internal  Medicine,  Sioux 
Falls,  SD.  Phone:  (605)  339-6790. 

* * * 

Pulmoncuy  Function  Testing  Woikshop,  St.  Paul-Ramsey  Med 
Ctr,  St.  Paul,  MN,  Jan  30-31.  14  hrs  AMA  Category  1 credit. 
Contact:  Off  of  CME,  Ramsey  Foundation,  640  Jackson  St, 
St.  Paul,  MN  55101.  Phone:  (612)  221-3992.  # 


AMERICAN  MEDICAL  TELEVISION  on  the  Discovery 
Channel  every  Sunday  from  9 am  to  11  am.  Central  Stan- 
dard Time.  This  program  shows  the  latest  clinical 
advances,  legislative  and  socioeconomic  news  and  offers 
CME  credit.  For  more  information  call  1-800-6000. 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  EREE 
1-800-423-USAF 


Did  you  know  that  wild  geese  have  an  instinctive  spirit  of 
cooperation  and  support  for  the  flock?  For  example,  by 
taking  off  together  it  creates  an  updraft  that  hfts  the  flock  up. 
By  flying  in  a “V”  formation  it  breaks  up  the  wind  resistance 
enabhng  the  flock  to  make  50%  more  progress.  And  if  one 
bird  falls  due  to  injury  or  exhaustion,  two  others  will  follow  it 
to  the  ground  and  stay  with  it  until  it  is  able  to  move  on. 
Cooperation  and  support  for  the  group. 

The  same  is  true  of  The  Doctors’  Company.  We  work  with 
our  doctors,  not  against  them,  by  providing  the  finest  in 
professional  liability  insurance.  Our  competitive  rates, 
responsive  service,  interest-free  quarterly  payments,  and 
outstanding  risk  management  program  are  just  some  of  the 
reasons  why  more  and  more  South  Dakota  physicians  are 
joining  our  flock.  The  Doctors’  Company  has  the  financial 
strength  and  support  of  more  than  15,500  members 
nationwide.  But  unhke  the  migrating  geese,  we’re  in  South 
Dakota  to  stay.  We’ve  never  left  a state  to  which  we’ve 
committed  service. 

The  Doctors’  Company.  Call  us  today. 


The  Doctors'  Company 


The  Largest  Dortor-Owned,  Dtictcir-Managed  Insurer  in  the  ISA, 


Represented  in  South  Dakota  by: 
The  Doctors'  Agency  of  South  Dakota 
(800)252-0512 


More  than  15,500  doctors  nationwide  call  us  their  company. 


December  is 


ENDOWMENT  MONTH 


A Special  Time  to 
Support  the 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 


Your  contribution'^  provides  loans  to  stu- 
dents at  the  USDSM.  ALL  contributions  are 
designated  for  these  low  interest  loans  un- 
less you  request  otherwise. 


HELP  US  HELP  OTHERS  - BE  GENEROUS! 


Send  your  check  today  to: 

S.D.  Medical  School  Endowment  Assn. 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 

* May  be  tax  deductible 
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“ Being  a patient  advocate  is  what  being  a physician  is  all  about.” 

Dr.  Kevin  Fullin,  Cardiologist,  Kenosha,  Wisconsin,  Member,  American  Medical  Association 


Why  would  a cardiologist  get  involved  in  the  issue 
of  family  violence?  Perhaps,  because  what  he  saw 
simply  cried  out  for  action. 

“Fully  a third  of  all  women’s  injuries  coming  into 
our  emergency  rooms  are  no  accident,”  says  Dr.  Fullin. 

While  others  were  content  to  downplay  the  issue 
of  family  violence.  Dr.  Fullin  would  not.  He  petitioned 
state  officials,  and  through  his  efforts  the  first  Domestic 
Violence  Advocate  Program  in  his  state  was  created. 

“Organized  medicine  must  serve  as  an  advocate 
for  patients,”  stressed  Dr.  Fullin. 

The  American  Medical  Association  (AMA)  couldn’t 


agree  more.  We’re  committed  to  focusing  physician 
attention  on  the  issue  of  family  violence. 

You  are  invited  to  join  Dr.  Fullin  and  to  join  with 
him  in  his  efforts  to  bring  quality  health  care  to  those  in 
need.  Become  a member  of  the  American  Medical 
Association  today. 

Members  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  societies. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


President 's  Page 


Richard  1.  Porter,  MD,  President,  South  Dakota  State 
Medical  Association 


The  Ultimate  Conundrum 

God,  am  I relieved!  There  for  awhile  I thought 
my  whole  concept  of  medicine  and  my  under- 
standing of  the  physician’s  role  in  the  care  of  our 
patients  was  completely  flawed! 

For  years  now  we  have  heard  over  and  over  again  how 
bad  things  are  in  the  medical  profession!  How  we  are 
all  morally  corrupt,  taking  the  last  dollars  from  the 
elderly  and  the  poor  and  giving  in  return  care  that  is  only 
passing  fare!  We  are  uncaring,  greedy,  and  dishonest  to 
the  point  where  we  now  stand  accused  before  the  fact; 
i.e.  even  before  the  reimbursement  for  a given  proce- 
dure might  be  lowered  a watchful  eye  will  be  kept  on 
how  many  more  (read  unnecessary)  procedures  will  be 
done  in  order  to  make  up  for  the  "lost"  income! 

We  have  heard  how  malpractice  suits  are  continuing 
to  increase  because  of  the  "poor  quality"  of  medicine 
being  rendered.  These  and  many  other  unfounded  al- 
legations have  been  made  and,  unfortunately,  continue 
to  flourish! 

But,  then  I look  around  (and  I have  seen  firsthand  the 
practice  of  medicine  in  Germany,  four  of  the  3rd  world 
countries,  and  several  different  areas  of  the  United 
States  including  Alaska)  and  I fail  to  see  what  we  are 
constantly  being  told  and  what  we  continue  to  read  in 
the  press. 

What  I have  seen  instead  are  "DOCTORS"  (please, 
not  "health  care  provider")  constantly  concerned  about 


their  patients  — compassionate,  caring  to  a fault,  and 
continually  spending  inordinately  long  hours  daily  to 
assure  the  highest  quality  medical  care  is  readily  avail- 
able to  each  and  every  one  of  the  patients  under  his  or 
her  care. 

What  I have  seen  are  PHYSICIANS  who,  when  they 
do  take  time  away  from  their  practice,  they  do  so  almost 
begrudgingly,  and  to  this  end  I call  it  a pseudo-vaca- 
tion — family  goes  along,  doctor  attends  6-8  hours  a day 
at  a seminar  for  continuing  medical  education 
throughout  the  whole  time!  "SOME  VACATION!" 

What  I have  seen  are  physicians  who  are  deeply  com- 
mitted to  many  other  endeavors,  including  being  on 
numerous  hospital  committees  to  assure  continued 
quality  care  for  each  and  every  patient.  (How  many 
times  a month  do  lawyers  get  together  to  assure  that  the 
court  house  is  running  smoothly?)  To  this  I must  also 
add  the  many  hours  spent  involved  in  civic  and  church 
affairs. 

We  are  all  well  aware  of  the  extremely  high  standards 
of  moral  and  ethical  behavior  that  is  required  to  even 
be  considered  to  admission  to  medical  school  and  that 
these  same  standards  are  to  be  adhered  to,  unwavering- 
ly, throughout  our  medical  career. 

Well  then,  from  where,  might  you  ask,  does  all  this 
criticism  of  our  profession  arise?  Why,  from  the  same 
place  that  all  the  restrictive,  often  times  even  insulting, 
legislation  to  "protect"  the  public  from  our  ethical  and 
moral  decline!  This  is  to  say  nothing  of  the  regulations 
involved  in  regards  to  the  "quality"  of  medicine! 

NOW  FOR  THE  KLINKER!  Imagine,  if  you  will, 
that  after  being  tossed  out  of  college  for  cheating  — or 
plagiarizing  — or  being  found  kiting  checks  — maintain- 
ing a house  of  male  prostitution  — nude  body 
massage  — obstruction  of  justice  — or  trying  to  escape  or 
evade  responsibility  by  swimming  away  — and  we  could 
go  on  and  on  but,  most  certainly,  this  type  of  moral 
ethical  background  would  not  prepare  one  well  for  an 
interview  with  the  dean  of  any  medical  school  in  the 
United  States  for  admission  to  same! 

And  yet,  this  type  of  moral  and  ethical  background 
does  not  restrict  one  from  passing  totally  unnecessary 
legislation  regarding  the  moral  and  ethical  standards  of 
medicine  or  the  quality  of  care! 

It  has  been  said  that  the  best  defense  is  a good  offense, 
(offensive?)  and  I have  a feeling  that  this,  indeed,  is  what 
many  of  our  legislatures  are  doing. 

Medicine  has  been  an  honorable  profession  practiced 
by  honorable  men  and  women  for  a couple  of  thousand 
years  now  and  the  quality  of  medicine  continues  to  be 
of  the  highest  caliber! 

"IF  IT  AIN’T  BROKE,  DON’T  TRY  TO  FIX  IT!" 
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South  Dakota 
Foundation  for 
medicol  Core 


Designating  The  Physician  Who  Is  Responsible  For  Patient  Care 

Documentation  is  critical  when  a number  of  physicians  and  ancillary  staff  are 
involved  in  the  patient’s  care.  Well  documented  medical  records  may  minimize 
confusion  regarding  the  patient’s  care  plan  and  serves  to  provide  continuity  of 
the  patient’s  care. 

Physicians  and  facilities  should  develop  plans  to  recognize  and  record  the 
following: 

1.  Which  physician  has  ultimate  responsibility  for  each  patient. 

2.  How  abnormal,  especially  critical,  laboratory  results  and  other 
patient  care  data  will  be  communicated  to  all  the  physicians  respon- 
sible for  the  patient’s  treatment. 

3.  When  more  than  one  physician  cares  for  a patient,  all  parties 
should  know  when  one  physician’s  care  ends  and  when  another 
physician’s  care  begins. 

The  division  of  physician  treatment  responsibility  should  be  understood  by  all 
to  ensure  continuity  of  patient  care. 


310 


SOUTH  DAKOTA 


HTVPr 


W 

■ .*o;  «uv  '.'i. 

\ h'  .KKl  lU 

1^  inoUii.1 2hwki 

r::\  '"■ 

5 lii 

lOH*)  0 

r.-ijv  ■■  ■■• 

f ihu  - 

Ij  ♦ 

I ..otll)  » 

4*3- V ■ ^'  < 

■•  I'lil  f ■ ' 

i J Sh'><.’?  r. 

'..y  ' 

f - Vn  - U'  : 

- -Jti-.  : fiif*! 

j A--a  ■**  *^' 

I'  - 

I 

-ruhc* 

t ';  rau•^  * ■ 


.■’f  Vlrtiiii;'  .....  , • 

1-.-.  ■ . 

1 »f>i 

fe.  ; « '• 

!*'■  ■ • 

riiii 


niotJC, . *Of 


, -.-^i  . V 

Ji.- 


’ t 

li  >v.. 


t ,y! 


. 1 . 

• I ' •' 


: .ty 


'.  I 


.vd^C'd^ iilln^r^i*'  ;.  I 

',  'j»4  -^*  .* 

>.  ri  I.'ivi  i-rov!d':,  »-;u(l  m.v:I^\  y 


i 


•B 


m!  j-  f*  tsj'  r 

'x : ■'^1, 


•Kji  * . <^' 

-iJ' 


I'i  '.  •'‘if.Hfv  I?  t ‘\  (iyUiifSi 


s ' 

: .V 


1 


• "■''  f‘l'  ^ '.w 

J ■'  ^*.'^: 


1.*^ 


; * i 

.rt^ft 

. ' .r'M'  * 


'■ ' K 


'.i^. 
>'  ■ ' 


t-l  '-l  ■■  .ill?' ■'• 
. r 


dn^fr;  >i  t>¥ 


i. 


y:  ..A',Vf''v- 


'■ , -i.  I ' 


.■'  ■ 'TX 


j0 


•>  ‘,»*  1»  ‘ 


N-  “f  .ijify'^ 


■ I 

"jLf^,‘  ,:.l,l''  i'.. 

V*  -.1  '*  J"  r 

'.  ^ ' W'.  1/^ '®, . , 

' V,v  ■"V;  t«'- 


>v 

#»  T ■ 


Editorial 


HIV  Protection  Through  Testing? 

When  uncomplicated  methodology  for 
reproducible  screening  tests  for  the  antibody 
to  HIV  became  available  in  1985  coupled  with  more 
difficult  but  accurate  confirmatory  testing  (Western 
Blot),  not  only  was  a highly  reliable  diagnostic  test 
available  for  a disease  hard  to  diagnose  clinically,  but 
blood  transfusion  recipients  were  given  an  objective 
method,  which  was  one  of  the  major  causes  for  the 
precipitous  decline  in  transfusion  transmitted  AIDS. 

Now  we  are  confronted  with  a duality  of  protection 
problems.  How  do  we  protect  the  health  professional 
(HP)  from  contracting  HIV  from  the  infected  patient 
and  how  can  the  patient  be  protected  from  the  infected 
care  giver?  Whether  you  believe  the  second  question  is 
really  relevant  or  not,  since  the  only  instance  of  trans- 
mission of  HIV  to  patients  is  the  case  of  the  now 
deceased  dentist  in  Florida,  the  emotional  response  to 
this  case  has  been  such  that  both  questions  must  be 
addressed.  We  will  confine  ourselves  to  the  role  of  HIV 
antibody  testing  in  preventing  infection. 

If  we  are  to  recommend  testing  of  all  patients  and  all 
health  care  workers  who  might  possibly  contaminate 
each  other  with  blood,  we  must  take  note  of  several 
important  points: 

1.  Since  skin  puncture  by  sharps  such  as  needles  or 
scalpels  or  other  types  of  blood  contamination  will 
occur,  knowledge  of  the  results  will  offer  no  protec- 
tion against  spread  by  this  route.  Only  more  careful 
and  appropriate  handling  and  disposal  of  sharps 
and  prevention  of  direct  exposure  to  skin  and 
mucous  membranes  by  barriers  by  careful  planning 
will  be  effective. 

2.  Testing  for  HIV  will  have  no  effect  in  prevention  of 
other  serious  diseases  transmitted  by  blood  includ- 
ing hepatitis  B,  hepatitis  C and  many  other  agents 
such  as  HTLVI.  Of  course,  there  may  be  other 
undiscovered  agents  of  disease  transmitted  by 
blood. 

3.  All  cases  of  transmissible  HIV  will  not  be  detected 
by  HIV  antibody  testing.  There  will  always  be  a 
window  period  after  infection  when  virus  circulates 
but  seroconversion  has  not  taken  place. 

4.  The  screening  tests  for  HIV  result  in  many  false 
positive  reactions.  This  is  why  confirmatory  tests 
such  as  Western  blot  are  necessary  for  accurate 
diagnosis.  When  testing  is  done  in  low  incidence 
populations  for  HIV  such  as  the  patients  and  health 
professionals  of  South  Dakota,  the  false  positive 
rate  of  screening  tests  (negative  confirmatory  tests) 


is  high  and  may  exceed  true  positive  tests  (positive 
confirmatory  tests).  The  confirmatory  tests  are 
usually  sent  to  reference  laboratories  and  the  turn 
around  time  is  several  days.  How  can  one  base  a 
proposed  action  on  a test  which  is  not  reliable  when 
unconfirmed  results  arc  used? 

5.  The  turn  around  time  even  from  screening  tests  is 
too  long  to  be  useful  in  emergency  situations.  Even 
for  elective  surgical  procedures  only  screening 
results  rather  than  confirmed  results  will  be  avail- 
able and  we  have  already  noted  such  results  arc  not 
reliable  because  of  the  high  incidence  of  false  posi- 
tive reports. 

6.  Then  comes  the  questions  as  to  whether  each 
patient  should  be  tested  on  each  admission  or  how 
often  should  HPs  be  tested  to  be  certain  serocon- 
version has  not  occurred  since  the  last  negative 
result.  A definite  answer  cannot  be  given. 

7.  Should  management  of  the  patient  be  different  if 
we  do  know  a patient  has  a positive  test  confirmed 
or  unconfirmed?  Not  only  is  this  an  ethical  dilem- 
ma but  will  we  be  held  accountable  by  the  courts 
that  the  knowledge  of  the  test  results  altered  what 
might  have  been  done? 

8.  Lastly,  who  will  pay  for  all  these  tests? 

Regardless  of  how  the  above  issues  are  addressed,  we 
still  have  to  seriously  modify  many  of  our  common 
practices  of  handling  blood  and/or  body  fluids  so  we  can 
prevent  exposure  to  HPs  and  patients.  This  method 
referred  to  in  a previous  editorial  as  body  substance 
isolation  or  universal  precautions  requires  having  old 
dogs  learn  new  tricks.  Semmelweis  tried  to  convince  the 
medical  profession  of  a new  concept  to  prevent  infec- 
tion over  a century  ago  and  he  was  ostracized  and 
institutionalized  for  the  attempt,  so  such  efforts  can 
meet  with  resistance.  More  seriously,  even  such 
precautions  do  not  have  all  the  answers.  Nevertheless, 
before  wide  spread  voluntary  or  mandatory  testing  is 
adopted,  the  above  concerns  should  be  discussed.  # 

John  F.  Barlow,  MD 
Editor 


NOVEMBER  1991 


313 


For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


nizatidine 


has  the  right  answers 


■ Rapid  epigastric  pain  relief"* 


■ Fast  and  effective  ulcer  healing"* 


Axm 

PASSES  THE  ACID  TEST 


'Most  patients  experience  pom  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 

NZ-2943-8-M9347  © 1991,  ELI  LILLY  AND  COMPANY 
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AXID®  (nizatidine  capsules) 

Briel  Summary  Consult  the  package  Insert  tor  complete  prescribing  Information. 
Indications  and  Usage  i Active  duodenal ulc€f-\oi  up  to  8 weeks  of  treatment.  Most 
patients  heal  within  4 weeks 

Z Maintenance  therapy -toi  healed  duodenal  ulcer  patients  at  a reduced  dosage 
ot  150  mg  h.s.  The  consequences  ot  therapy  with  fwd  tor  longer  than  1 year 
are  not  known 

Contraindications:  Known  hypersensitivity  to  the  drug  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  H;  receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
H^  receptor  antagonists 

ProcautlOflS  General- 1 Symptomatic  response  to  nizatidine  therapy  does  not 
predude  the  presence  ot  gastric  malignancy 
2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency 
i In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 
Laboratory  Tests-False-positive  tests  lor  urobilinogen  with  Multistix*  may  occur 
during  therapy 

Drug  Interactions -Uo  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3,900  mg)  ol  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine.  150  mg  b.i  d..  was  administered  concurrently 
Caranogenesjs.  Mutagenesis.  Impairment  ot  fertility  - A 2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/bay  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  ot  a carcinogenic  effect  There  was  a 
dose-related  increase  in  the  density  ot  enterochromatfin-like  (ECL)  cells  in  the  gastric 
oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  ot  a caranogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ot  the  other  dose  groups.  The  rate  of  hepatic  caranoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  lor  the  strain 
of  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ol  mild  liver  injury  (transaminase  elevations)  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a caranogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ot  a carcinogenic  potential  tor  Axid. 

Axid  was  not  mutagenic  in  a battery  ot  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  ot  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
ol  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Betted  rabbits  at 
doses  up  to  55  times  die  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  ot  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  While  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg.  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capaaty.  Nizatidine  should  be  used  during  pregnancy 
only  rf  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mofhers- Studies  in  lactating  women  have  shown  that  0.1%  ol  an  oral 
dose  IS  secreted  in  human  milk  in  proportion  to  plasma  concentrabons.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
ot  the  drug  to  the  mother 

Pediatric  Use-Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Bderty  /^Penfs-Healing  rates  in  elderly  patents  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatdine.  Eldeily  patents  may  have  reduced  renal  function 
Adverse  Reactions:  Clinical  tnals  ot  varying  duratons  included  almost  5.000  patents 
Among  the  more  common  adverse  events  in  domestc  placebo-controlled  tnals  of 
over  1,900  nizatdine  patents  and  over  1,300  on  placebo,  sweatng  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatdine  It  was  not  possible  to  determine  whether  a variety  ot 
less  common  events  were  due  to  the  drug. 

/yepat/c- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatdine  occurred  in  some  patents.  In  some  cases, 
diere  was  marked  elevation  (>500  lU/L)  in  SCOT  or  SGPT  and,  in  a single  instance. 
SGPT  was  >2,000  lU/L.  The  incidence  ol  elevated  liver  enzymes  overall  and 
elevatons  ol  up  to  3 tmes  the  upper  limit  of  normal,  however,  did  not  signilicanty 
differ  from  that  in  placebo  patents  All  abnormalites  were  reversible  after  discontnuaton 
of  Axid.  Since  market  intoducton,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalites  after  discontnuaton  ot  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymptomatc 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

C/VS-Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocrine -Ctmca\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antandrogenic  actvity  due  to  nizatdine  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patents  on  nizatdine  and  those  on  placebo 
Gynecomasta  has  been  reported  rarely 

Hemafo/ogrc- Fatal  thrombocytopenia  was  reported  m a patent  treated  with 
nizatdine  and  another  Hj -receptor  ant^nisl  This  patent  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported 

Inlegumental-S’Heabng  and  urticaria  were  reported  significantly  more  frequently 
in  nizatdine-  than  in  placebo-teated  patients.  R^  and  exfoliatve  dermatts  were 
also  reported 

Hypersensitivity -As  with  other  H^-receptor  antagonists,  rare  cases  ot  anaphylaxis 
following  nizatdine  administraton  have  been  reported  Rare  episodes  ol  hypersensitvity 
reactons  (eg.  bronchospasm,  laryngeal  edema,  r^,  and  eosinophilia)  have  been  reported 
Offie/’-H^runcemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia.  fever,  and  nausea  related  to  nizatdine  have  been  reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitonng  and  supportive  therapy.  Renal  dialysis  does  not  substantally  incriiase 
clearance  of  nizatdine  due  to  its  large  volume  ot  distributon 
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Ronald  Price,  MD,  a long-time  physician  in  Armour, 
died  September  23.  Born  October  28,  1919  in 
Ravena,  Ohio,  he  graduated  from  high  school  in  Mt. 
Vernon,  Indiana  in  1937  and  received  his  medical 
degree  from  the  Indiana  University  School  of 
Medicine  in  1943.  He  completed  his  internship  at 
Mercy  Hospital,  Altoona,  Pennsylvania  in  1945.  He 
was  a flight  surgeon  for  the  Army  Air  Force  during 
World  War  II  and  served  in  Guam  from  1945  to  1947. 
He  set  up  his  first  medical  practice  in  Lock  Haven, 
Pennsylvania.  In  December  of  1947  he  moved  to 
Armour  and  in  1963  he  married  Thelma 
Faughender.  He  was  a member  of  the  South  Dakota 
State  Medical  Association,  the  AMA,  American 
Legion,  VFW,  Masonic  Lodge  in  Armour  and  the 
Church  of  Christ  in  Mitchell. 

Survivors  include  his  wife,  Thelma;  one  son, 
Ronald  of  Eden  Prairie,  Minnesota;  two  brothers: 
Richard  of  Sugarloaf,  Pennsylvania  and  Robert  of 
Indianapolis,  Indiana;  and  one  sister,  Mrs  Jack 
(Barbara)  Otten  of  Lafaette,  Indiana. 


Lloyd  C.  Vogelgesang,  MD,  of  Gregory  died  follow- 
ing a brief  illness.  He  was  born  August  13,  1933  in 
Alliance,  Nebraska.  He  received  his  BA  degree 
from  Concordia  College  in  Moorhead,  Minnesota, 
spent  two  years  at  USD  School  of  Medicine  in  Ver- 
million and  in  1959,  received  his  medical  degree 
from  the  Kansas  University  Medical  School,  Kansas 
City.  He  completed  his  internship  at  the  Wesley 
Hospital,  Wichita,  Kansas  in  1960.  Shortly  after  he 
began  his  family  practice  in  1960  in  Kadoka,  he 
joined  the  US  Air  Force  as  a flight  medical  officer. 
After  his  discharge  in  1963,  he  moved  to  Gregory 
where  he  practiced  until  1969.  Dr  Vogelgesang  then 
moved  to  Webster  where  he  practiced  for  almost  15 
years,  but  his  interest  in  horses  and  the  land  called 
him  back  to  ranching  and  horse  training  in  1984.  He 
trained  horses  and  operated  a ranch  in  Nebraska 
until  1986  when  he  returned  to  his  medical  career 
in  Gregory  . He  was  a member  of  the  South  Dakota 
State  Medical  Association. 

He  is  survived  by  his  brother  Floyd  Vogelgesang 
of  Wanblee  and  a cousin,  Janice  Hibbert. 


Lynn  A.  Henrickson,  MD,  radiologist  in  Sioux  Falls,  was 
named  as  a fellow  of  the  American  College  of  Radiology 
at  their  meeting  in  Minneapolis.  He  was  selected  for  his 
outstanding  contributions  to  the  field  of  radiology.  Dr 
Henrickson  is  board  certified  in  radiology. 

Miller  physician.  Dr  Steve  Schroeder,  was  named 
president  of  the  South  Dakota  Academy  of  Family 
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Physicians.  Dr  Schroeder  is  a 1969  graduate  of  Miller 
High  School  and  a 1973  graduate  of  the  University  of 
South  Dakota.  He  received  his  medical  degree  from  the 
University  of  Minnesota  and  served  his  internship  at 
Hennepin  County  Medical  Center  in  Minneapolis.  Dr 
Schroeder  is  board  certified  in  family  practice. 


Governor  Mickelson  has  appointed  Dr  John  McKichan 
of  Aberdeen  to  the  nine-member  Council  on  Physical 
Fitness  and  Sports.  The  council  is  made  up  of 
representatives  from  the  fields  of  health,  medicine, 
education  and  recreation.  Dr  McKichan  is  a family 
practice  physician. 


Dr  Reuben  Bareis,  Rapid  City,  received  the  Laureate  in 
Medicine  Award  from  the  South  Dakota  Chapter  of  the 
American  College  of  Physicians.  The  award  is  given 
annually  to  a senior  physician  who  is  a member  of  the 
American  College  of  Physicians.  Awards  are  presented 
to  doctors  who  show  excellence  and  commitment  to 
medicine  and  to  their  community.  Dr  Bareis  has 
distinguished  himself  in  internal  medicine,  geriatrics 
and  biomedical  ethics.  He  is  a clinical  professor  at  the 
USD  School  of  Medicine.  Recently  he  took  a sabbatical 
and  worked  in  the  British  Isles. 

The  Outstanding  Male  Athlete  Award  at  the  eighth 
annual  South  Dakota  Senior  Games  held  in  Pierre  went 
to  Dr  Charles  Roberts  of  Brookings.  Dr  Roberts,  67, 
competed  in  race  walking,  cycling,  table  tennis, 
basketball  free  throw  and  golf  this  year.  He  won  seven 
events  and  placed  third  in  three  others.  He  is  the 
medical  director  of  the  Brookings  Wellness  Program 
and  Cardiac  Rehab  Program,  and  is  on  the  board  of  the 
South  Dakota  Advisory  Council  on  Aging. 

Family  practice  physician.  Dr  Barbara  Fetters,  Hot 
Springs,  has  been  appointed  to  the  South  Dakota  Office 
of  Rural  Health  Advisory  Council.  The  13-member 
council,  comprised  of  a variety  of  health  professionals 
and  health  related  organizations,  assists  the  Office  of 
Rural  Health  in  its  efforts  to  improve  the  delivery  of 
health  services  in  rural  areas  through  service, 
education,  research  and  policy  analysis. 

Dr  Ben  Henderson,  Mobridge,  is  now  a certified 
aviation  medical  examiner.  He  received  his 
certification  after  completing  a four-day  Aviation 
Medical  Certification  workshop  and  seminar  in 
Rochester,  Minnesota.  His  designation  has  been 
approved  by  the  Federal  Aviation  Association.  With 
this  certification.  Dr  Henderson  can  perform  flight 
physicals  for  pilots  and  pilots  in  training.  He  has  the 
authority  to  perform  examinations  and  to  issue  or  deny 
issuance  of  second  class  and  third  class  airmen  medical 
certificates  and  a combination  of  airmen  medical 
student  pilot  certificates. 

Tony  Berg,  MD,  Winner,  has  been  recertified  to  give 
aviation  physicals.  Dr  Berg  also  attended  the  Aviation 
Medical  Certification  workshop  and  seminar  in 
Rochester  and  received  a certificate  of  continuing 
medical  education  for  completing  the  course  in  aviation 
medicine. 


The  new  chairman  of  Rapid  City  Regional  Hospital’s 
board  of  trustees  is  Charles  Hart,  MD,  a specialist  in 
emergency  medicine  and  family  practice.  Rapid  City 
surgeon.  Dr  John  Bedinglield,  who  recently  completed 
his  term  as  chief  of  the  hospital’s  medieal  staff  and  Dr 
Dennis  Nesbit,  a radiologist  and  the  hospital’s  new  chief 
of  staff,  are  both  new  members  of  the  board  of  trustees. 
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Overwhelming  Postsplenectomy  Sepsis 
Twenty-Two  Years  After  Operation  Risks 
Management  and  Prevention 


Brian  P.  White^ 

2 

H.  Lars  Aanning,  MD 
ABSTRACT 

A new  case  of  fatal  postsplenectoniy  sepsis  occurring  22  years  after  operation  for  splenic  rupture  is  described. 
There  are  now  30  published  cases  in  which  this  complication  occurred  10  or  more  years  after  operation.  The 
microorganism  responsible  for  the  vast  majority  of  cases  is  Streptococcus  pneumoniae.  The  causative  pathogen 
identified  in  the  present  case  was  a Viridans  Streptococcas,  Strep,  sangiiis,  an  opportunistic,  low  virulence  pathogen. 
The  clinical  presentation  of  this  patient  is  characteristic  of  the  syndrome  of  overwhelming  postsplenectoniy  infection 
and  exemplilies  the  dramatic  suddenness  with  which  it  develops. 


INTRODUCTION 

Overwhelming  bacterial  sepsis  has  not  always 
been  a well  recognized  hazard  in  the  splenec- 
tomized  patient.  As  the  immunological  functions  of  the 
spleen  are  unveiled,  however,  the  consequences  of 
severe  infection  in  asplenic  patients  are  becoming  more 
apparent.  The  occurrence  of  bacterial  sepsis  following 
splenectomy  in  infants  and  children  was  first  described 
in  1952  by  King  and  Shumacker.’  Later  clinical  inves- 
tigations confirmed  this  association  in  children."’^  In 
time  it  became  evident  that  a comparable  syndrome 
occurs  in  asplenic  adults."*'^  Fulminant  bacterial  sepsis 
in  asplenic  patients  will  be  termed  overwhelming 
postsplenectoniy  infection  (OPSI)  in  keeping  with  com- 
mon usage  in  the  literature.  Despite  numerous  clinical 
studies,  there  is  still  some  doubt  and  confusion  regard- 
ing the  true  magnitude  of  risk,  the  underlying 
pathophysiology,  and  the  value  of  specific  interventions 
aimed  at  preventing  OPSI. 

We  report  the  occurrence  of  OPSI  in  a 61-year  old 
female  22  years  after  splenectomy.  This  case  presenta- 
tion summarizes  the  features  of  postsplenectomy  sepsis: 
the  prodrome  of  nonspecific  symptoms  progre.ssing  to 
hypotension,  shock,  disseminated  intravascular 
coagulation,  and  multisystem  organ  failure,  particularly 
the  Waterhouse-Friderichsen  syndrome.  This  often- 
times fatal  infection  develops  with  dramatic 
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suddenness.  The  purpose  of  this  article  is  to  familiarize 
the  physician  with  the  clinical  presentation  of  OPSI  and 
summarize  currently  available  information  on  the  na- 
ture of  infections  associated  with  asplenia,  their 
pathophysiology,  and  the  potential  effects  of  various 
interventions. 

CASE  PRESENTATION 

A 61-year  old  Caucasian  female  presented  to  the 
emergency  room  for  evaluation  of  abdominal  pain  ex- 
perienced over  the  previous  24  hours.  She  was 
delivered  in  a wheel  chair  and,  because  of  her  ill  ap- 
pearance, was  attended  to  immediately  by  both  the 
emergency  room  physician  and  a general  surgeon.  Her 
overall  color  was  dusky  and  cyanotic;  her  respirations 
were  labored.  She  was  moaning  considerably  and  was 
in  such  pain  that  she  could  not  answer  many  questions. 
She  complained  of  severe  abdominal  pain  that  radiated 
toward  her  back. 

She  had  experienced  anorexia  for  several  days  and 
could  barely  tolerate  sips  of  broth.  Her  husband  stated 
that  she  might  have  had  the  "flu"  several  days  ago  be- 
cause she  complained  of  a generalized  malaise, 
headache  and  intermittent  rigors.  Her  husband  further 
stated  that  she  had  suffered  a myocardial  infarction 
approximately  two  months  earlier  and  had  undergone 
coronary  angiography  about  two  weeks  prior  to  the 
current  admission. 

Past  medical  history  included  diverticulosis.  Un- 
beknownst to  us,  the  patient  had  undergone 
splenectomy  22  years  earlier  for  traumatic  rupture  fol- 
lowing an  automobile  accident. 
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On  physical  examination,  the  patient  was  a well 
developed,  obese,  Caucasian  female,  who  appeared  her 
stated  age  of  61  years.  Her  temperature  was  38.9C, 
pulse  115,  and  her  respirations  40.  Blood  pressure  was 
75/.50  mmHg.  She  was  awake  and  responded  to  verbal 
stimuli  but  appeared  to  be  in  severe  distre.ss.  The  trun- 
cal skin  was  warm  and  mottled  throughout  her  side  and 
back.  The  extremities  were  cool  and  pale  and 
acrocyanosis  was  observed.  No  petechiac  or  splinter 
hemorrhages  were  seen.  Her  neck  was  supple.  Her 
lungs  were  clear  and  her  heart  rhythm  was  regular  and 
tachycardic  (115  BPM).  Abdomen  was  absolutely 
quiet.  She  was  tender  in  the  epigastrium.  There  was  no 
guarding  or  rebound.  Rectal  exam  was  hemoccult 
negative  and  without  palpable  mass. 

The  emergency  room  work-up  included  a complete 
blood  count  (CBC),  type  and  cross  for  4 units,  SMA  20, 
urinalysis  and  a portable  chest  x-ray.  While  these 
laboratory  tests  were  still  pending,  the  condition  of  the 
patient  mandated  an  emergency  exploratory 
laparotomy  for  a possible  ruptured  aortic  aneurysm.  At 
surgery,  the  patient  was  noted  to  have  slightly  murky 
lluid  in  the  right  colic  gutter,  multiple  adhesions,  multi- 
ple diverticuli  and  a previous  splenectomy.  The  cause 
of  the  abdominal  pain  could  not  be  identified.  During 
the  procedure,  we  noted  petechiae  spreading  out  from 
the  mesentery  and  free  bleeding  around  the  wound. 
Laboratory  studies  from  the  admission  work-up  were 
reported  at  this  time.  Hemoglobin  was  12.6  g/dl; 
hematocrit,  41%;  WBC  count,  18()0/ml;  BUN,  33  mg/dl; 
creatine,  3.2  mg/dl;  serum  glucose,  56  mg/dl;  prothrom- 
bin  time,  greater  than  99  seconds;  partial 
thromboplastin  time,  greater  than  200  seconds; 
fibrinogen,  less  than  20  mg/dl.  Arterial  blood  gases  on 
10  liters/minute  of  oxygen  revealed  a PO2  of  99  mm/Hg; 
PCO2,  .34  mm/Hg;  and  a Ph  of  7.14.  As  the  surgical 
incision  was  being  closed,  the  anesthesiologist  reported 
that  the  patient  was  beginning  to  show  signs  of  car- 
diovascular decompensation.  She  expired  shortly 
thereafter,  despite  intensive  rcsuscitative  efforts.  At 
this  point  the  exact  cause  of  her  death  was  unclear.  The 
husband  consented  to  autopsy  of  the  torso  in  order  to 
further  evaluate  the  cause  of  her  death. 

Autopsy  revealed  the  following  anatomical  diagnoses: 

1.  Remote  splenectomy. 

2.  Single  blood  culture  and  peritoneal  fluid  posi- 
tive for  Streptococcus  sanguis. 

3.  Bilateral  acute  hemorrhagic  necrosis  of 
adrenals  (Waterhouse-Friderichsen  Syndrome). 

4.  Disseminated  intravascular  coagulation. 

a.  Markedly  abnormal  coagulation  studies. 

b.  Bicytopenia  (leukopenia  and  throm- 
bocytopenia, marked). 

c.  Facial  petechiae. 

d.  Subparietal  peritoneal  hemorrhage,  pelvis. 

e.  Subvisceral  pleural  hemorrhage,  lungs. 


5.  Status  Post  exploratory  laparotomy  with  omen- 
tal and  mesenteric  hemorrhage. 

6.  Acute  bilateral  pulmonary  edema,  marked. 

7.  Bilateral  pleural  effusions,  moderate. 

8.  Remote  myocardial  infarction,  left  lateral 
ventricle. 

9.  Hepatic  fatty  metamorphosis. 

10.  Remote  hysterectomy  with  right  tubo-saplingo- 
oophorectomy. 

11.  Remote  appendectomy. 

In  summary,  this  61-year  old  female  presented  to  the 
emergency  room  at  1800  hours  with  complaints  of 
severe  abdominal  pain  of  24  hours  duration.  The  only 
clues  upon  admission  were  fever,  a mottled  skin  rash  of 
limited  distribution,  and  hypotensive  shock. 
Laboratory  results  identified  leukopenia,  a bleeding 
diathesis  (DIG),  mild  hypoglycemia,  metabolic 
acidosis,  and  elevated  BUN  and  serum  creatinine.  At 
the  time  of  death  (2030  hrs),  the  exact  cause  could  not 
be  determined.  She  did  have  a rather  large,  liquid  stool 
prior  to  induction  of  anesthesia,  and  we  suspected  that 
she  may  have  suffered  mesenteric  ischemia  secondary 
to  flow  state.  This  low  flow  state  then  may  have  resulted 
in  diffuse  intravascular  coagulation  just  prior  to  death. 

Postmortem  examination  of  cultures  of  blood  and 
peritoneal  fluid  obtained  during  the  operation  revealed 
the  presence  of  a Viridans  Streptococcus,  Streptococcus 
sanguis,  in  two  different  sites.  While  Streptococcus  san- 
guis is  considered  a part  of  the  normal  oral  flora,  it  is  an 
opportunistic  low-virulence  pathogen.  The  isolation  of 
this  organism  from  a single  blood  culture  is  usually 
indicative  of  an  on-going  infectious  process.  Numerous 
streptococcal  species,  other  than  pneumococcus,  may 
be  encapsulated  and  thus  their  pathogenicity  is  in- 
creased in  asplenic  patients.  This  finding  was, 
therefore,  consistent  with  autopsy  results  that  revealed 
the  patient  suffered  an  intraoperative  death  from  un- 
suspected post-splenectomy  sepsis,  disseminated 
intravascular  coagulation  and  bilateral  adrenal  hemor- 
rhage (Waterhouse-Friderichsen  Syndrome). 

DISCUSSION 

Classic  Presentation  of  Overwhelming  Postsplenec- 
tomy Sepsis 

The  clinical  course  of  postsplenectomy  sepsis  begins 
with  a prodrome  characterized  by  such  nonspecific 
symptoms  as  fever,  chills,  malaise,  myalgias,  diarrhea 
and  vomiting.  Pneumonia  and  meningitis  are  frequent 
concomitants.  However,  a large  percentage  of  cases 
have  no  proven  focus  of  infection,  but  present  with  an 
apparent  high  grade  bacteremia.^ 

It  is  not  uncommon  for  the  patient’s  condition  .to 
deteriorate  rapidly.  Progression  to  hypotension, 
respiratory  distress,  disseminated  intravascular 
coagulation,  diffuse  purpura,  and  ultimately  multisys- 
tem organ  failure.  Bilateral  adrenal  hemorrhage 
frequently  has  been  described  at  autopsy.^'^*^  Bacteria 
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has  been  cultured  Ironi  peripheral  blood  and  identified 
niicroscopicallv  from  multiple  organ  systems  in  autop- 
sied  cases.^’ 

The  mortality  rate  is  reported  to  be  50-7t)%  despite 
appropriate  antibiotics  and  intensive  medical  manage- 
ment. A downhill  course  resulting  in  death  within  a 
few  hours  of  presentation  is  not  unusual.  Survivors 
typically  undergo  a long  and  complicated  hospital  stay. 

Risk 

Splenectomizcd  patients  are  at  risk  of  life  threatening 
sepsis."'^"'*'^  Comparisons  with  the  general  population 
repeatedly  indicate  a sitinificant  increase  in  the  in- 
cidence  of  sepsis  following  splenectomy.  • - • - During 
the  past  two  decades,  manv  cases  of  immediate  and 
late  ■ septic  complications  following  surgical  extirpa- 
tion of  the  spleen  have  been  documented.  The  aptly 
named  "overwhelming  postsplencctomy  infection 
svndrome"  is  much  more  common  in  splenectomized 

* • • * 1 R 1 Q 

children  than  in  adults,  but  may  occur  at  any  age.  ‘ 
Estimates  of  the  incidence  and  timing  of  postsplenec- 
tomy sepsis  have  varied  widely.  Many  studies  describe 
patients  as  being  at  greatest  risk  for  developing  OPSI 
within  the  few  years  after  the  operation.  (Table  I)  Not 
surprisingly,  the  overall  risk  of  OPSI  varied  consider- 
ably when  analyzed  according  to  the  underlying  reason 
for  splenectomy  and  according  to  the  presence  or  ab- 
sence of  additional  risk  factors.  Patients  undergoing 
splenectomy  in  association  with  malignancy  seemed  to 
be  at  greatest  risk  followed  in  decreasing  order  by 
splenectomy  incidental  to  other  abdominal  surgery, 
splenectomy  for  hematologic  di.sease,  splenectomy  for 
primary  splenic  disorders  and  splenectomy  for  trauma.^ 


ganism.s,  and  both  antibody  and  opsonins  arc  known  to 
be  important  in  host  defense  against  such  microbes. 


Table  11 


Normal  Splenic  Function  (Adult) 


I.  Immunologic 

A.  Structural  maintenance  of  appropriate  cell-cell 
interactions 

B.  Phagocytosis  and  antigen  presentation 

C.  Production  of  antibodies 

1.  Predominantly  immunoglobulin  M 

D.  Major  repository  of  helper  T cells  (particularly 
important  for  polysaccharide  antigens).  Not  a 
major  repository  for  suppressor  T cells 

E.  Production  of  cell-mediated  immunity 

II.  Nonimmunologic 

A.  Filtering  and  phagocytosis  of  particles  (upop- 
sonized),  either  exogenous  or  endogenous 

B.  Destruction  of  abnormal  or  senescent  red 
blood  cells 


Table  I 

Time  to  Sepsis  after  Splenectomy  Reference  Number 

Majority  within  six  years 

Bisno  and  Freeman  1970 

12 

80%  within  four  years 

Eraklis  and  Filler  1972 

2 

75%  within  two  years 

Likhite  1976 

42 

Majority  within  three  years 

Walker  1976 

45 

91%  within  six  weeks 

Ein  et  al  1977 

43 

Half  within  three  years 

Askergren  and  BJorkholm  1980 

17 

The  spectrum  of  relative  risk  could  reflect  both  the 
presence  of  "born  again"  splenic  tissue  in  some  trauma 
patients,"  and  the  compromised  immune  status  of 
patients  with  malignancy. 

The  increased  risk  of  sepsis  in  the  splenectomized 
patient  mandates  a brief  description  of  the  spleen’s 
function.  The  spleen  has  a variety  of  both  immunologic 
: and  nonimmunologic  functions.  (Table  II)  Factors  such 
I as  the  spleen’s  unique  circulatory  arrangement,  its 
i capacity  for  mechanical  filtration  of  particulate  matter, 
land  its  role  in  the  formation  of  mediators  of  immune 
‘function  such  as  opsonins,  antibody  and  C-reactive 
protein  contribute  to  its  role  in  the  control  of  sepsis. 
The  major  pathogens  in  OPSI  are  encapsulated  or- 


Current Strategies  Aimed  at  Risk  Reduction 
Splenic  Salvage 

The  role  of  the  spleen  in  the  immunologic  defenses  of 
man  has  become  the  focus  of  much  attention  and  con- 
troversy. Recognition  of  OPSI  has  stimulated  the 
surgical  community  to  reevaluate 
its  approach  to  the  treatment  of 
disease  and  trauma  to  the  spleen. 
Previously,  splenectomy  was  con- 
sidered the  procedure  of  choice 
for  managing  the  injured  spleen.“^ 
But  in  recent  years  documentation 
of  cases  of  overwhelming  bacterial 
sepsis  has  brought  an  increased 
awareness  of  OPSI.  Surgeons  are 
now  making  increasingly  aggres- 
sive attempts  ^at^ preserving  the 
injured  spleen."^'" 

The  logical  option  for  reducing  the  risk  of  OPSI  is  to 
develop  alternatives  to  splenectomy.  During  surgery, 
preservation  of  part  of  the  spleen  should  be  attempted 
by  either  repair,  partial  splenectomy  or  autotransplan- 
tation (reimplantation  of  splenic  fragments)  into  the 
omentum.^  Which  of  these  procedures  is  effective 
remains  an  issue  of  debate.  The  feasibility  of  the 
aforementioned  surgical  alternatives  varies  greatly  ac- 
cording to  indications  for  splenectomy  and  available 
surgical  expertise. 

The  immunological  effects  of  splenic  salvage  have  not 
been  clearly  elucidated.  Assessment  of  nonim- 
munologic splenic  function  by  evaluation  of  erythrocyte 
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clearance  suggests  that  splenic  repair  or  partial 
splenectomy  leads  to  greater  preservation  of  function 
than  does  autotransplantation.  However, 
autotransplantation  is  usually  safe  and  preserves  some 
function  relative  to  total  splenectomy. 

Immunization 

Streptococcus  pneumoniae  is  the  organism  that  ac- 
counts for  50%  to  90%  of  reported  cases  and  many 
deaths,  followed  by  Neisseria  meningitides  and 
Haemophilus  influenzae. Therefore,  the  majority 
of  cases  of  OPSI  can  theoretically  be  prevented  by  the 
administration  of  polyvalent  pneumococcal  vaccine 
(Pneumovax).  The  current  pneumococcal  vaccine  con- 
sists of  purified,  capsular  polysaccharide  antigens  of  the 
23  most  prevalent  or  invasive  serotypes  of  S. 
pneumoniae.  It  has  been  used  successfully  to  prevent 
pneumococcal  pneumonia  and  bacteremia  in  young 
men  at  high  risk  of  developing  these  diseases.^"'  ^ Al- 
though some  studies  have  suggested  that 
splenectomized  patients  have  a subnormal  response  to 
pneumococcal  vaccine,  they  do  respond  to  some 
degree. 

Unfortunately,  there  are  reports  of  fatal  pneumococ- 
cal sepsis  in  asplenic,  vaccinated  patients. 
Although  vaccination  failures  have  been  reported,  it  is 
still  advisable  to  offer  splenectomized  patients  protec- 
tion because  of  the  increased  risk  of  developing  severe 
disease  and  the  vaccine  itself  poses  minimal  risk.  For 
elective  splenectomy,  the  vaccine  should  be  given  at 
least  two  weeks  before  surgery."*^ 

The  case  for  immunization  against  H.  influenzae  and 
N.  meningitides  is  less  well  studied.  Haemophilus  vac- 
cine has  been  suggested  in  asplenic  children,  however, 
recommendations  vary  according  to  age  and  prior  im- 
munization. Menningococcal  vaccine  is  immunogenic 
in  the  splenectomized  patient,  but  its  administration  is 
tempered  by  the  low  incidence  of  menningococcal  sep- 
sis in  these  patients. 

Antibiotic  Prophylaxis 

In  addition  to  immunization,  antibiotic  prophylaxis 
has  been  suggested.  Long-term,  oral  penicillin  has  been 
advoeated  in  asplenic  patients. However,  the  op- 
timal duration  of  therapy  has  not  been  determined,  and 
there  may  well  be  problems  with  patient  compliance. 
Pneumococci  and  other  pathogens  associated  with 
OPSI  may  become  resistant  to  penicillin.  Pneumococ- 
cal OPSI  has  been  reported  in  patients  who  received 
both  vaccine  and  penicillin  prophylaxis.  ’ In  light  of 
this  fact,  the  low  incidence  of  OPSI,  the  possibility  of 
adverse  reaction  to  penicillin  and  penicillin  resistance, 
and  the  psychological  burden  of  life-long  treatment, 
penicillin  prophylaxis  in  adults  does  not  seem  to  be 
justified  at  this  time. 

CONCLUSION 

Overwhelming  postsplenectomy  infection  is  infre- 
quent, but  appears  to  be  a genuine  hazard  that  should 
be  anticipated  in  all  splenectomized  patients.  Death 


from  overwhelming  sepsis  develops  with  dramatic  sud- 
denness, and  the  physician  who  cares  for  a patient  with 
no  spleen  faces  a number  of  difficult  questions  as  to 
care.  More  important  than  any  specific  surgical  or 
medical  intervention  designed  to  decrease  morbidity 
from  OPSI,  however,  is  the  education  of  both  the  patient 
and  health  care  provider  to  the  early  warning  signs  of 
infection.  It  is  important  for  the  splenectomy  patient  to 
recognize  that  febrile  illnesses  should  receive  prompt 
attention,  and  for  all  medical  personnel  involved  with 
the  patient  to  be  aware  of  the  clinical  significance  of 
asplenia.  Perhaps  a Medic-Alert  or  a comparable  form 
of  identification  should  be  kept  to  ensure  that  this  infor- 
mation is  available  to  health  care  providers. 
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Extenuating  Circumstances 


A periodic  column  of  personal,  ethical,  and  socioeconomic  reflections  on  medicine. 


He  Smiles  So 

David  C.  Nelson,  MD 

P'irst  Year  Internal  Medicine  Resident,  USD  School 
of  Medicine,  Sioux  Falls,  SD. 

I knew  it  would  happen  sooner  or  later,  but  I wasn’t 
expecting  it  to  happen  this  soon.  Less  than  two 
weeks  had  passed  since  I walked  across  the  stage  to 
receive  my  medical  school  diploma  and  yet,  here  I sat 
at  the  edge  of  a hospital  bed  having  my  first  patient 
encounter  as  a physician.  I had  worked  with  hundreds 
of  patients  over  the  previous  four  years  but  this  was 
different.  My  education  had  trained  me  well  so  far,  but 
I still  didn’t  feel  as  prepared  as  I wanted.  Lying  before 
me  was  a lady  in  her  late  seventies  with  graying  hair, 
wrinkled  skin  from  years  of  experience  and  worry,  and 
steadfast  eyes  of  hope,  trust  and  knowledge.  Though 
she  knew  my  level  of  training  was  not  complete,  she 
would  expect  the  reassurances  and  answers  of  a 
physician.  I was  hoping  to  deal  with  the  issues  as  profes- 
sionally as  possible. 

Every  graduating  medical  student  knows  the  statistics 
by  heart. ..one  in  nine  women  will  develop  breast  cancer 
during  their  lifetime,  but  once  again  this  was  different. 
The  statistics  didn’t  matter  anymore.  No  matter  what 
the  facts  might  reveal,  this  was  a shock.  This  was  my 
own  grandmother  who  had  undergone  a mastectomy 
just  three  days  earlier.  It  had  all  happened  so  fast.  With 
the  exception  of  cataract  surgery  several  years  ago. 
Grandma  had  always  been  the  healthiest  in  the  family. 
The  process  had  come  so  quickly  we  hadn’t  had  time  to 
talk  in  depth.  Three  weeks  ago  she  had  been  planning 
a trip  to  Europe,  the  reason  for  the  physical  which 
detected  her  cancer.  One  week  ago  was  the  biopsy 
which  confirmed  our  fears,  and  then  the  surgery.  For- 
tunately the  tumor  was  detected  early  with 
mammography,  the  cancer  expertly  removed,  and  the 
lymph  nodes  were  free  of  cancer  spread. 

As  I sat  at  the  edge  of  her  bed  holding  her  hand,  we 
talked  about  her  experience  from  a unique  standpoint 
for  me:  as  a family  member.  We  discussed  what  it  was 
like  to  wait  for  test  results,  the  activities  of  the  nursing 
staff,  costs  of  medical  care,  risks  and  complications  of 
surgery,  postoperative  recovery  and  medications.  Then 
I asked  her  a question  that  netted  a response  I hope  to 
carry  with  me  for  many  years  to  come.  I asked,  "How 
do  you  like  your  surgeon?" 

She  had  only  met  him  one  week  earlier  and  therefore 
had  not  had  time  to  develop  a relationship  like  she 
would  have  had  with  her  primary  physician,  so  I was 
curious  about  her  response.  Furthermore,  I had  studied 


under  the  surgeon  during  medical  school  developing  my 
own  relationship.  We  had  gotten  along  quite  well 
during  our  month  together  but  my  vision  of  him  had 
been  from  the  teacher-mentor  aspect  so  my  curiosity 
was  sparked  as  to  the  patient’s  viewpoint  of  him.  As  I 
asked  the  question  Grandma  relaxed.  The  corner  of  her 
mouth  turned  up  and  a sparkle  lit  up  her  eyes.  "Oh,  he’s 
one  of  the  best.  He  smiles  so.  That  smile  warms  every- 
thing and  makes  me  so  confident  in  his  work."  Then,  as 
all  doctors’  relatives  do,  she  gave  me  some  advice, 
"Make  sure  you  smile  with  your  patients.  It  makes  all 
the  difference  in  the  world." 

Physicians  are  taught  the  practical,  fact-filled  side  of 
medicine  but  often  times  overlook  what  may  be  upper- 
most in  the  patient’s  criteria  of  a good  doctor.  Holding 
a patient’s  hand,  sitting  at  the  edge  of  the  bed  while 
talking,  making  eye  contact  while  listening  to  their  con- 
cerns, and  smiling  takes  no  more  time  than  walking  in 
the  room  and  standing  by  the  wall  reading  the  chart. 
These  practices  not  only  make  the  patient  more  com- 
fortable but  make  the  physician  feel  more  in  touch  with 
the  patient.  Although  physicians  don’t  like  to  think  of 
practicing  medicine  to  avoid  a lawsuit,  society’s  at- 
titudes influence  our  behavior.  These  common  sense 
practices  may  make  the  difference  between  patient  for- 
giveness for  a poor  outcome  and  a liable  suit. 

During  medieal  school,  my  father  provided  me  with  a 
journal  article  dealing  with  a group  of  researchers  who 
had  studied  the  quality  of  time  spent  with  the  patient 
versus  the  patient’s  perception  of  the  time.  After  seeing 
their  physician,  patients  were  questioned  on  how  many 
minutes  the  doctor  had  spent  with  them  during  their 
visit.  The  patients  perceived  that  the  doctor  who  ap- 
proached the  patient,  sat  at  the  edge  of  the  bed,  and 
touched  them  at  least  once  during  the  visit  had  spent 
more  time  with  them  than  the  actual  time.  Conversely, 
a doctor  who  stood  at  a distance  and  never  touched  the 
patient  was  felt  to  be  in  the  room  less  than  the  actual 
time. 

These  concepts  are  not  new  but  are  often  overlooked 
in  today’s  fast-paced  soeiety  due  to  time  constraints.  I 
know  I will  be  as  guilty  as  my  colleagues  of  having 
patients  wait,  for  it  is  the  nature  of  the  business.  A smile 
and  a comforting  hand  on  the  shoulder,  however,  does 
not  take  any  time.  Grandma’s  experience  with  cancer 
will  not  be  remembered  for  the  week  prior  to  the 
surgery,  waiting  for  test  results,  and  fear  of  what  cancer 
can  do  to  the  body,  the  difficulties  of  surgery,  her 
recovery,  or  the  bill.  It  will  be  remembered  for  three 
little  words. .."He  smiles  so".  # 
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Auxiliary  News 


Mollie  O.  Krafka,  President,  South  Dakota  State 
Medical  Association  Auxiliary 

We  are  all  accustomed  to  thinking  of  the  health 
of  people.  Physicians  live  their  lives  trying  to 
heal  bodies  that  are  diseased.  We,  as  auxilians,  work  in 
a broader  sense  to  positively  affect  the  quality  of  life  and 
health  care  for  all  people;  not  just  those  whose  bodies 
have  succumbed  to  illness.  I say,  "Good  for  all  of  us"! 
We  are  very  hard  at  work  doing  what  we  can  to  help. 

It  is  fast  approaching  Thanksgiving,  and  those  of  us 
who  are  fortunate  enough  to  enjoy  good  health  are  no 
doubt  very  thankful  for  it.  Hopefully,  we  are  all  caring 
for  our  health  so  we  can  stay  well  through  the  holidays 
and  into  the  new  year  and  beyond! 

We  are  less  accustomed  to  thinking  in  terms  of  the 
health  of  our  earth!  Let’s  do  that  for  a moment  (and 
beyond).  Our  future  and  the  future  of  our  loved  ones 
and  children  depends  on  our  thinking  about  it  and  doing 
something(s)  to  take  care  of  the  earth.  The  health  of 
our  earth  is  already  compromised,  so  time  is  of  the 
essence.  We  must  do  what  we  can  to  restore  what  we 
can  of  its  health  that  is  already  damaged,  and  we  must 
care  for  what  remains  unharmed.  The  unfortunate  part 
is  that  there  is  little  that  is  in  the  latter  category. 

We  in  South  Dakota  arc  so  very  fortunate.  We  have 
clean  water  and  air  for  the  most  part.  We  have  more 
time  to  make  needed  changes  than  many  other  areas  of 
the  United  States  and  the  world  have.  Obviously,  the 
health  (or  ills)  of  our  earth  does  directly  affect  the 
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health  of  individuals  and  societies  at  large.  We  have  to 
think  no  further  than  air  pollution  and  its  damage  to  the 
respiratory  system  to  get  the  picture.  Certainly,  pol- 
luted water  endangers  our  health  directly  and  obviously. 
Looking  at  other  problems  further  afield,  there  are  the 
problems  of  the  destruction  of  the  rain  forests,  ozone 
layer  depletion,  acid  rain,  etc!!  These  are  all  scary  and 
serious,  but  since  they  are  not  in  our  own  back  yard,  they 
are  easy  to  ignore  or  at  least  drop  from  our  list  of 
priorities.  While  that  is  understandable,  we  really  need 
to  begin  to  concern  ourselves  with  them,  because  they 
are  about  the  health  of  our  planet,  our  home,  the  owner- 
ship of  which  will  be  handed  to  our  children  and  then 
to  their  children.  It  is  the  only  one  we  have,  and  it  is 
already  in  need  of  repair.  In  not  very  many  years,  it  may 
be  beyond  repair.  What  will  generations  to  come  do 
then?  Their  home  may  be  condemned.  Where  will  they 
go? 

Closer  to  where  you  are  when  you  read  this,  there  are 
things  we  can  do  and  need  to  do  to  change  the  way  we 
live  and  treat  our  home.  I can  imagine  how  excited  you 
are  about  that!  Jennie  T.  Schultz,  Director  of  Keep 
America  Beautiful,  says  that  the  "only  person  who  ‘likes’ 
change  is  a wet  baby!"  Like  it  or  not,  we  really  have  no 
choice.  We  must  give  up  the  mistaken  and  time- 
dishonored  idea  that  resources  and  abundance  are 
unlimited  and  never-ending.  If  we  do  not  face  the  facts, 
if  we  ignore  the  heath  of  our  earth,  the  question  of 
individual,  human  health  will  become  moot. 

Believe  it  or  not... 

Americans  use  2.5  million  plastic  bottles  every 
hour. ..one  for  every  resident  of  Iowa! 

Every  Sunday  more  than  500,000  trees  are  used  to 
produce  the  88%  of  newspapers  that  are  never 
recycled! 

Enough  office  and  writing  paper  is  thrown  away  each 
year  to  build  a wall  12  feet  high  from  New  York  to  Los 
Angeles! 

Every  two  weeks  we  throw  away  enough  glass  bottles 
and  jars  to  fill  the  1,350-foot  twin  towers  of  New  York 
City’s  World  Trade  Center! 

In  our  state  we  need  to  worry  about  the  fact  that... 

In  one  year,  a cow’s  flatulence  contributes  as  much 
methane  to  the  greenhouse  effect  as  a car,  according  to 
the  EPA!  (This  fact  definitely  spoils  my 
MOOOOOOD!) 

To  end  on  a positive  note... 

In  1988,  recycling  aluminum  cans  saved  enough  ener- 
gy to  supply  the  residential  electric  needs  of  New  York 
City  for  sbt  months!  # 


New  Physicians 


The  following  physicians  recently  began  practicing 
medicine  in  South  Dakota. 

The  Mobridge  Medical  Clinic  announced  that  Dr  Ned 
Charani,  a native  of  Tripoli,  Lebanon,  has  joined  their 
clinic.  He  received  his  medical  degree  from  the  St. 
Joseph  University  French  Facility  of  Medicine  in  Beirut 
in  1957;  completed  a general  surgery  residency  from 
1957  to  1961,  at  the  New  York  Poly  Clinic  Medical 
School  and  Hospital;  and  completed  a residency  in 
thoracic  surgery  from  1961  to  1969,  at  the  Emory 
University  Hospital  in  Atlanta,  Georgia.  Dr  Charani  is 
board  certified  with  the  American  Board  of  Surgery, 
1963,  and  the  Board  of  Thoracic  Surgery,  1965.  Dr 
Charani  and  his  wife,  Leila,  have  three  children. 

Larry  Alexander,  MD,  pathologist,  joined  the  medical 
staff  at  St.  Luke’s  Midland  Hospital  in  Aberdeen.  He 
is  a native  of  Fairfield,  Alabama.  He  received  his 
medical  degree  from  Southern  Illinois  University  in 
Springfield,  in  1981;  eompleted  an  internship  in  internal 
medicine  at  the  University  of  Alabama  School  of 
Medicine  in  Montgomery  in  1982;  completed  a 
residency  in  anatomical  and  clinical  pathology  at  the 
Southern  Illinois  University  in  1986;  and  a fellowship  in 
surgical  pathology  also  at  Southern  Illinois  University 
in  1987.  Dr  Alexander  came  to  Aberdeen  from  Biloxi, 
Mississippi,  where  he  was  an  associate  pathologist  at 
Biloxi  Regional  Medical  Center.  He  and  his  wife, 
Nancy,  a speech  and  language  pathologist,  have  two 
children,  Jason,  11,  and  Jonathan,  8. 

William  C.  Cullis,  MD,  a family  practice  physician,  has 
joined  the  staff  at  Custer  Community  Hospital.  Born  in 
Redding,  California,  Dr  Cullis  received  his  medical 
degree  from  the  University  of  California,  Davis  in  1982. 
He  completed  his  family  practice  residency  at  the 
Merced  Community  Medical  Center  in  Merced, 
California  in  1985,  and  is  board  certified  in  family 
practice.  He  was  the  medical  director  at  Parkside 
Recovery  Center  in  Merced  until  1988  and  then  came 
to  South  Dakota  to  work  as  medical  officer  at  the 
PHS/IHS  Hospital  in  Eagle  Butte  from  1989  to  the 
present.  Dr  Cullis  and  his  wife,  Teresa,  have  three 
daughters.  Mrs  Cullis  breeds  and  raises  paint  horses. 

^ 9{C  ^ 

South  African  physician.  Dr  Coenraad  Klopper,  has 
joined  the  staff  at  Hans  P.  Peterson  Memorial  Hospital 
in  Philip.  Dr  Klopper  completed  medical  school  at  the 
University  of  Orange  Free  State,  Orange  Free  State 
Province,  Bloemfontein,  Republic  of  South  Africa,  in 
1979.  His  residency  in  family  practice  was  completed 
in  1980  at  the  University  Hospital  at  Orange  Free  State. 
From  1980  to  1990,  Dr  Klopper  was  in  private  practice 


in  Hendrina  and  Middleburg,  South  Africa.  In  1990 
prior  to  coming  to  Philip,  he  was  in  government  service 
in  Cut  Knife,  Saskatchewan,  Canada.  He  and  his  wife, 
Trudy,  have  three  children. 

Orthopedic  surgeon.  Dr  Michael  Holte,  joined  the 
Aberdeen  Association  of  Orthopedic  Surgeons.  A 
native  of  Moorhead,  Minnesota,  he  completed  his 
medical  degree  in  1986,  at  the  University  of  North 
Dakota  School  of  Medicine,  and  he  completed  his 
internship  and  orthopedic  residency  at  the  Mayo  Clinic 
Graduate  School  of  Medicine,  Rochester,  Minnesota. 
Dr  Holte  has  a special  interest  in  arthritis  treatment 
including  joint  replacement,  trauma  and  sports 
medicine. 

Dr  Antonio  M.  Alandy,  a native  of  the  Philippines,  has 
begun  his  practice  in  Eureka.  After  receiving  his 
medical  degree  at  the  University  of  Santo  Tomas 
Manilla,  Philippines  in  1973,  Dr  Alandy  completed  an 
internship  there  and  practiced  rural  medicine  in  the 
Philippines.  He  completed  an  anesthesia  residency  in 
the  Philippines  in  1979,  and  in  1981,  he  completed 
another  anesthesia  residency  at  the  Beth  Israel  Medical 
Center  in  New  York.  Dr  Alandy  came  to  South  Dakota 
from  New  York  City  where  he  had  been  in  practice  as 
an  anesthesiologist.  He  and  his  wife.  Dr  Maria  Luz,  a 
pathologist  who  is  not  practicing  at  this  time,  have  two 
girls. 

Ophthalmology  Associates,  Ltd  announced  that  Chris 
T.  Buntrock,  MD,  an  ophthalmologist,  has  joined  their 
clinic  in  Aberdeen.  Dr  Buntrock,  born  in  Milwaukee, 
Wisconsin,  received  his  medical  degree  at  the  Medical 
College  of  Wisconsin  in  Milwaukee  in  1986;  completed 
his  internship  at  St  Luke’s  Hospital  in  Milwaukee;  and 
in  1989-1990,  he  completed  a residency  at  the  Eye 
Institute,  Medical  College  of  Wisconsin  in  Milwaukee, 
where  he  also  served  as  chief  resident  for  that  year.  Dr 
Buntrock  and  his  wife,  Clare,  have  two  children. 

Dr  Kathi  Clement  has  joined  the  medical  staff  at  Queen 
City  Medical  Center  in  Spearfish.  She  was  born  in 
Malden,  Missouri.  She  received  her  medical  degree  at 
the  University  of  Missouri  Medical  School,  in  1979; 
completed  her  family  practice  residency  at  the 
University  of  Wyoming  in  Casper  in  1982.  She  practiced  j 
in  Casper,  Wyoming,  from  1982  to  1984;  and  was  a ; 
faculty  physician  at  the  University  of  Wyoming  in  I 
Cheyenne  from  1984  to  1987.  Dr  Clement  was  also  a I 
faculty  physician  at  the  University  of  Tennessee,  \ 
Department  of  Family  Practice  in  Memphis,  Tennesee, 
from  1988  to  the  present  time;  and  was  an  active  staff 
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member  at  several  hospitals  in  both  Memphis  and 
Cheyenne. 

The  Black  Hills  Medical  Center  announced  its  new 
associate,  Scott  K.  Ross,  Ml),  who  came  to  South 
Dakota  from  (Jarland,  Texas.  Dr  Ross  is  the  new 
Director  of  Occupational/Industrial  Medicine  for  the 
medical  center.  A native  of  Canada,  he  received  his 
medical  degree  from  the  University  of  Ottawa  Medical 
School  in  1976.  He  completed  a rotating  internship  at 
the  Royal  J ubilee  Hospital  in  Victoria,  British  Columbia 
in  1977;  and  completed  a residency  in  Vancouver, 
British  Columbia,  in  1979.  He  had  a solo  family  practice 
in  Rockwall,  Texas,  from  1980  to  1985.  Being  interested 
in  medical  management.  Dr  Ross  applied  for 
management  training  in  the  Executive  Masters  in 
Business  Administration  program  at  Southern 
Methodist  University  and  received  his  MBA  degree 
from  the  Dallas  University  in  1990.  He  gives  health  care 
and  medical  advice  to  businesses  and  industries  in  the 
Lead-Deadwood  area.  He  and  his  wife  Vickie  have 
three  children. 

Dr  Jerome  Dunst,  radiologist,  has  joined  the  St.  Luke’s 
Midland  Regional  Medical  Center  Radiology 
Department.  Born  in  Milwaukee,  Wisconsin,  Dr  Dunst 
received  his  medical  degree  at  the  University  of 
Louisville  in  Kentucky  in  1966;  he  completed  his 
internship  at  the  University  of  Utah  Medical  Center, 
Salt  Lake  City  in  1967;  and  his  radiology  residency  at 
Cleveland  Clinic  in  Cleveland  in  1972.  In  1972-1973,  he 
completed  a pediatric  radiology  fellowship  at 
Children’s  Hospital  of  Wisconsin  in  Milwaukee.  He 
came  to  South  Dakota  from  Chapel  Hill,  North 
Carolina. 

The  new  chairman  of  the  Department  of  Surgery  at  the 
University  of  South  Dakota  School  of  Medicine,  Dr 
John  Ryan,  hails  from  Dublin,  Ireland,  and  specializes 
in  oncological  and  transplantation  surgery.  Dr  Ryan 
reeeived  his  medical  degree  from  the  Royal  College  of 
Surgeons  in  Ireland  in  1977.  He  completed  a surgical 
residency  at  Allegheny  Ceneral  Hospital  in  Pittsburgh, 
Pennsylvania  in  1985.,  and  a fellowship  in  surgical 
oncology  at  Memorial  Sloan  Kettering  Cancer  Center, 
New  York  City  in  1986.  He  has  also  completed  a 
fellowship  in  transplantation  surgery  at  Mayo  Clinic  in 
Rochester,  Minnesota  in  1988.  He  is  a diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  Royal 
College  of  Surgeons  of  Edinburgh,  a Fellow  of  the  Royal 
College  of  Surgeons  of  Ireland,  a member  of  the  Court 
of  Examiners  of  the  Royal  College  of  Surgeons  in 
Ireland,  and  a Fellow  of  the  Royal  Academy  of 
Medicine  in  Ireland.  Prior  to  joining  the  USD  School 
of  Medicine,  Dr  Ryan  was  Senior  Lecturer  in  Surgery 
at  the  University  of  Nottingham  and  Consultant 
General  Surgeon  at  City  Hospital,  Nottingham, 
England  # 


Infectious  Disease  Update 
in  Clinical  Practice 

Holiday  Inn  Rushmore  Plaza 
Rapid  City,  South  Dakota 
January  23-24, 1992 

Third  Annual  Conference  Sponsored  By: 

Department  of  Internal  Medicine 
USD  School  of  Medicine 
and 

Rapid  City  Regional  Hospital 

Physicians,  nurses,  hospital  epidemiologists,  and 
phannacists  are  encouraged  to  attend 

Thursday  - 8:00  am  - Registration  and  breakfast 

Topics:  Practical  Aids  management;  HIV 

and  the  Health  Care  Worker;  Device- 
Related  Infections;  Infections  & the 
Great  Outdoors;  Home  IV  therapy. 

Friday  - 7:00  am  - "Meet  the  Professor"  ses- 

sions and  breakfast 

Topics:  Lyme  disease;  Viral  hepatitis;  Practi- 

cal issues  in  infectious  disease; 
AIDS/STD’s;  Home  IV  therapy;  An- 
tibiotics in  general;  Biotechnology 
and  applications  to  infectious  disease. 

8:00  am  - Regular  sessions 

Topics:  Antifungal  update;  Home  IV 

therapy;  Antibiotic  update;  Antiviral 
update;  Practical  issues  in  the  control 
of  infectious  disea.ses;  Infectious  dis- 
ease and  the  clinical  laboratory;  Viral 
diagnostics;  Tuberculosis,  current  is- 
sues and  management. 

Special  Guest  of  the  American  Society  of  Internal 
Medicine  speaks  on  the  impact  of  recent  changes 
in  relative  value  scale  for  physicians. 

CME  credit:  16  hours/AMA  Category  I of  the 
Physician’s  Recognition  Award.  Application  for 
credit  has  been  made  to  the  SD  Board  of 
Pharmacy  and  The  SD  Nurses’  As.sociation. 

Registration  Fee:  $40.  Preregistration  advised. 
$50  after  January  10. 

For  registration  information,  please  call:  (605) 
339-6790. 
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Redwood  Falls,  Minnesota 
Family  Physician 

Outstanding  practice  site  in  rural  south- 
western Minnesota,  2 1/2  hours  from  Twin 
Cities  or  Rochester.  Currently  have  4 family 
physicians,  1 general  surgeon;  looking  to 
expand  by  1 or  2 BC/BE  family  physicians. 
Full  range  of  family  practice  with  competi- 
tive salary.  Superb  benefit  and  retirement 
package,  very  liberal  vacation  time. 

Please  respond  with  CV  and  three  letters  of 
reference  to  Dr.  S.D.  Medrud,  Redwood 
Medical  Center,  1100  E.  Broadway,  Red- 
wood Falls,  MN,  507-637-2985,  or  Mr.  Jim 
Schulte,  Hospital  Administrator,  Redwood 
Falls  Hospital,  100  Fallwood  Road,  Red- 
wood Falls,  MN  56283,  507-637-2907. 


Family  Practitioners 

to  join  three  other  Family  Practitioners  in 
rapidly  expanding  35-physician 
multi-specialty  group  in  Yankton. 
Located  on  beautiful  Lewis  & Clark  Lake, 
this  community  of  12,000-1-  has  an 
excellent  school  system  and  year  round 
recreational  activities.  The  Clinic  is 
located  across  the  street  from  a 144-bed 
hospital  and  Mount  Marty  College,  and  26 
miles  from  the  University  of  South  Dakota 
and  School  of  Medicine. 

Excellent  income,  with  incentive 
distribution  after  one  year.  Generous 
benefits  package,  malpractice  insurance 
and  relocation  expenses  paid.  Partnership 
with  no  buy-in. 

Send  CV  to: 

Don  Lake,  Administrator 
Yankton  Medical  Clinic,  PC 
1104  West  8th  Street 
Yankton,  South  Dakota  57078 
Telephone:  (605)  665-7841  (call  collect) 


Family  Practice 

Fine  opportunity  for  growing  and  lucra- 
tive group  practice.  Progressive  medical 
staff  serves  61-bed  hospital  and  county 
population  of  19,000.  Peaceful,  scenic 
city  of  8,500  with  excellent  housing, 
schools,  shopping,  hunting,  sports,  wide 
range  of  community  and  hospital/health 
services.  Send  CV  to: 

Jim  Schneckloth 
4 Sunset  Place 
Charles  City,  Iowa  50616 


Internist 

Sioux  Falls,  SD  - Excellent 
opportunity  for  BE/BC  internist  to 
join  expanding  four  physician  group 
practice.  Well  established  growing 
patient  base.  Competitive  salary 
leading  to  partnership.  New  clinic 
facilities.  Contact: 

Dianne  Zoellner 
1201  S Euclid,  Suite  610 
Medical  Building  II 
Sioux  Falls,  SD  57105 
605-339-3677 
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IMfRCENCY  MEDIC<\L  PHYSICIANS.  PL 


Progressive  physi- 
cian owned  organ- 
ization has  full-time 
positions  available 
for  emergency  physicians  in  several  north- 
western communities  Including  Sioux  Falls  and 
Yankton,  South  Dakota,  Casper  and  Cheyenne, 
Wyoming  and  Pasco,  Washington.  Competitive 
compensation  plus  an  excellent  benefit  pack- 
age including  malpractice,  health,  disability  and 
life  insurance  as  well  as  profit  sharing  and  CME 
benefits.  Flexible  schedules,  attractive 
communities  to  provide  exceptional  working 
and  living  conditions,  exciting  recreational 
opportunities. 


Contact:  Janet  Cowley 

Recruitment  Coordinator 
BMP,  PC 

(307)  632-1436/FAX  (307)  635-4642 
P.O.  BOX  805 
Cheyenne,  WY  82003 


Medical  Equipment  for  Sale 

Medical  equipment,  furniture  and  supplies  to 
adequately  furnish  a 1-2  doctor  medical  practice. 
All  equipment  is  in  excellent  and  well  maintained 
condition.  Equipment  will  furnish  3 complete  exam 
rooms,  E.  R.,  laboratory,  x-ray  room,  business  office, 
receptionist  area,  and  waiting  room.  Lab  items  are 
to  numerous  to  mention  but  include  a Coulter  ZF-5 
Analyzer  (Hgb,  WBC,  Hct,  RBC),  AO  binocular 
microscope,  large  centrifuge  and  incubator,  and 
Ritter  Speedclave.  Three  exam  rooms  include 
deluxe  Hamilton  Steelcrest  equipment,  Hamilton 
pediatric  exam  table,  Burdick  EK5A  EKG  unit,  and 
Frigitronics  cryosurgical  system.  X-ray  room 
includes  a 300  ma  x-ray  machine  (over  25  years  old 
and  used  for  extremities),  automatic  processor,  and 
cassettes,  etc.  All  equipment  is  presently  being  used 
by  a solo  medical  doctor  who  will  be  retiring.  Must 
see  to  appreciate.  Will  sacrifice  all  equipment  for 
only  $19,500,  a fraction  of  its  market  value.  Sorry, 
but  items  cannot  be  sold  separately.  Equipment  is 
located  in  Minneapolis,  MN  area.  For  a complete 
list  of  the  equipment  or  for  an  appointment  to  see 
the  equipment,  please  send  inquiries  to: 

SOUTH  DAKOTA  JOURNAL  OF  MEDICINE 
1323  S Minnesota  Avenue 
Sioux  Falls,  SD  57105 


OB/GYN  Physicians 

to  join  two  other  OB/GYN  physicians  in 
rapidly  expanding  35-physician 
multi-specialty  group  in  Yankton. 
Located  on  beautiful  Lewis  & Clark  Lake, 
this  community  of  12,000-1-  has  an 
excellent  school  system  and  year  round 
recreational  activities.  The  Clinic  is 
located  across  the  street  from  a 144-bed 
hospital  and  Mount  Marty  College,  and  26 
miles  from  the  University  of  South  Dakota 
and  School  of  Medicine. 

Excellent  income,  with  incentive 
distribution  after  one  year.  Generous 
benefits  package,  malpractice  insurance 
and  relocation  expenses  paid.  Partnership 
with  no  buy-in. 

Send  CV  to: 

Don  Lake,  Administrator 
Yankton  Medical  Clinic,  PC 
1104  West  8th  Street 
Yankton,  South  Dakota  57078 
Telephone:  (605)  665-7841  (call  collect) 


General  Surgeon 

Join  established  lucrative  practice  serv- 
ing 2 excellent  hospitals  and  2-county 
population  of  35,000.  Peaceful,  scenic 
city  of  8,500.  Excellent  housing,  school 
system,  shopping,  progressive  medical 
staff.  Send  CV  to: 

Jim  Schneckloth 
4 Sunset  Place 
Charles  City,  Iowa  50616 
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Future  Meetings 


December 

Allergic  Aim’oys  Diseases,  Washington  Univ  Med  Ctr,  St. 
Louis,  MO,  Dec  5.  Fee:  $30.  6.75  hrs  AMA  Category  1 credit. 
Contact:  CME,  Washington  Univ  School  of  Med,  PO  Box 
8063,  St.  Louis,  MO  63110-1093.  Phone:  (800)  325-9862. 

* * « 

Annual  Cardiopulmonary  Medicine  Update,  St.  Paul-Ramsey 
Med  Ctr,  St.  Paul,  MN,  Dec  5-7.  Fee:  $245.  16  hrs  AMA 
Category  1 credit.  Contact:  Off  of  CME,  Ramsey 
Foundation,  640  Jackson  St,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 

m * 

Advanced  Trauma  Life  Suppoil,  UNMC  Campus,  Omaha, 
NE,  Dec  5-7.  Contact:  Ctr  for  Cont  Educ,  U of  Neb  Med  Ctr, 
600  S 42nd  St,  Omaha,  NE  68198-5651.  Phone:  (800) 
228-9630. 

4*  4* 

Nebraska  OB/Gyn  Society  Scientific  Session,  Bally’s.  Las 
Vegas,  NV,  Dec  5-8.  Contact:  Ctr  for  Cont  Educ,  U of  Neb 
Med  Ctr,  600  S 42nd  St,  Omaha,  NE  68198-5651.  Phone: 
(800)  228-9630. 

♦ * ♦ 

Urology  Conference,  Marriot  Hotel,  Omaha,  NE,  Dec  7. 
Contact:  Sally  C.  O’Neill,  Ph.D,  Assoc  Dean,  CME, 
Creighton  Univ,  2500  California  St,  Omaha,  NE  68178. 
Phone:  (800)  548-2633. 

* * 4> 

Advanced  Cardiac  Life  Suppoil,  UNMC  Campus,  Omaha, 
NE,  Dec  10-11.  Contact:  Ctr  for  Cont  Educ,  U of  Neb  Med 
Ctr,  600  S 42nd  St,  Omaha,  NE  68198-5651.  Phone:  (800) 
228-9630. 

January 

Infectious  Disease  Update  in  Clinical  Practice,  sponsored  by 
Internal  Medicine,  USD  School  of  Medicine  and  Rapid  City 
Regional  Hospital,  Holiday  Inn  Rushmore  Plaza,  Rapid 
City,  SD,  Jan  23-24.  18  hrs  AMA  Category  1 credit.  Fee:  $40. 
Contact:  USD  School  of  Medicine,  Internal  Medicine,  Sioux 
Falls,  SD.  Phone:  (605)  339-6790. 

4*  4>  4i 

Pulmonaiy  Function  Testing  Workshop,  St.  Paul-Ramsey  Med 
Ctr,  St.  Paul,  MN,  Jan  30-31.  14  hrs  AMA  Category  1 credit. 
Contact:  Off  of  CME,  Ramsey  Foundation,  640  Jackson  St, 
St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 

P'ebruary 

Tenth  Annual  Paik  City  Mullidisciplinaiy  Eye  and  Facial 
Plastic  Suigeiy  Conference,  Park  City,  Utah,  Feb  1-4. 
Contact:  Ctr  For  Cont  Educ,  U of  Neh  Med  Ctr,  600  S 42nd 
St,  Omaha,  NE  68198-5651.  Phone:  (800)  228-9630. 

« « 4> 

Prostatic  Diseases:  Cuirent  Concepts  in  Diagnosis  and 
Management,  Breakers,  Palm  Beach,  FL,  Feb  6-9.  Contact: 
Postgraduate  Courses,  Section  of  Cont  Educ,  Mayo 
Foundation,  Rochester,  MN  55905.  Phone:  (800)  323-2688. 

* * * 


Domestic  Violence:  Assessment  and  Plan  for  Physician  Action, 

St.  Paul-Ramsey  Med  Ctr,  St.  Paul,  MN,  Feb  7.  7 hrs  AMA 
Category  1 credit.  Contact:  Off  of  CME,  Ramsey 
Foundation,  640  Jackson  St,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 

4i  « 4< 

Fourth  Annual  Issues  in  Pediatncs,  Arrowwood  Resort, 
Alexandria,  MN,  Feb.  8-9.  Fee:  $75.  8.5  AAFP  and  AMA 
Category  1 credit.  Contact:  Sue  Heinze,  (701)  234-5737. 

* * * 

Bum  Care  Today,  St.  Paul-Ramsey  Med  Ctr,  St.  Paul,  MN, 
Feb  14.  7 hrs  AMA  Category  1 credit.  Contact:  OIT  of  CME 
Ramsey  Foundation,  640  Jackson  St,  St.  Paul,  MN  55101. 
Phone:  (612)  221-3992.  # 


AMERICAN  MEDICAL  TELEVISION  on  the  Discovery 
Channel  every  Sunday  from  9 am  to  11  am.  Central  Stan- 
dard Time.  This  program  shows  the  latest  clinical 
advances,  legislative  and  socioeconomic  news  and  offers 
CME  credit.  For  more  information  call  1-800-6000. 


Directory  of  this  Month’s  Advertisers 
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Kahler  Financial  Group  312 
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Midwest  Medical  Insurance  Co  309 

Montana  Hosp.  Research  & Education  Found.  312 
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SD  Foundation  for  Medical  Care  310 

SD  Medical  School  Endowment  Assoc.  306  & 316 
SD  Society  of  Pathologists  322 
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December  is 


ENDOWMENT  MONTH 


A Special  Time  to 
Support  the 


SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 


Your  contribution*  provides  loans  to  stu- 
dents at  the  USDSM.  ALL  contributions  are 
designated  for  these  low  interest  loans  un- 
less you  request  otherwise. 


HELP  US  HELP  OTHERS  BE  GENEROUS! 


Send  your  check  today  to: 


* May  be  tax  deductible 


S.D.  Medical  Schoel  Endoifiiieiit  Assn. 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  571  OS 


Did  you  know  that  wild  geese  have  an  instinctive  spirit  of 
cooperation  and  support  for  the  flock?  For  example,  by 
taking  off  together  it  creates  an  updraft  that  hfts  the  flock  up. 
By  flying  in  a “V”  formation  it  breaks  up  the  wind  resistance 
enabling  the  flock  to  make  50%  more  progress.  And  if  one 
bird  falls  due  to  injury  or  exhaustion,  two  others  will  follow  it 
to  the  ground  and  stay  with  it  until  it  is  able  to  move  on. 
Cooperation  and  support  for  the  group. 

The  same  is  true  of  The  Doctors’  Company.  We  work  with 
our  doctors,  not  against  them,  by  providing  the  finest  in 
professional  liabihty  insurance.  Our  competitive  rates, 
responsive  service,  interest-free  quarterly  payments,  and 
outstanding  risk  management  program  are  just  some  of  the 
reasons  why  more  and  more  South  Dakota  physicians  are 
joining  our  flock.  The  Doctors’  Company  has  the  financial 
strength  and  support  of  more  than  15,500  members 
nationwide.  But  unhke  the  migrating  geese,  we’re  in  South 
Dakota  to  stay.  We’ve  never  left  a state  to  which  we’ve 
committed  service. 

The  Doctors’  Company.  Call  us  today. 


The  Doctors’  Company 


The  Largest  Doctor-Owned,  Doctor- .Managed  Insurer  in  the  U.SA. 


Represented  in  South  Dakota  by: 
The  Doctors’  Agency  of  South  Dakota 
(800)252-0512 


More  than  15,500  doctors  nationwide  call  us  their  company. 


We  want  to  wish  you 
all  the  joys  of  the  Season 
and  prosperity  throughout 
the  New  Year 

From  the  Staff 

South  Dakota  State  Medical  Association 
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President's  Page 


Richard  I.  Porter,  MD,  President,  South  Dakota  State 
Medical  Association 


With  everything  else  that  has  been  going  on 
lately,  I completely  forgot  that  when  we  write 
the  Journal  page,  it  is  always  two  months  out.  There- 
fore, I have  completely  forgotten  to  wish  everyone  a 
Happy  Thanksgiving.  I hope  by  the  time  you  read  this 
column  everybody  is  looking  forward  to  a very  Merry 
Christmas  and  a Happy  New  Year! 

Being  the  time  of  year  of  Thanksgiving,  spiritual 
renewal  and  the  reaffirmation  of  hope,  I thought  the 
following  words  would  be  appropriate. 

"I  swear  by  Apollo  The  Physician  and  Aesculapius, 
and  health,  and  all-heal,  and  all  the  gods  and  goddesses, 
that,  according  to  my  ability  and  judgment,  I will  keep 
this  oath  and  this  stipulation  — 

To  reckon  him  who  taught  me  this  art  equally  dear  to 
me  as  my  parents,  to  share  my  substance  with  him,  and 
relieve  his  necessities  if  required,  to  look  upon  his 
offspring  in  the  same  footing  as  my  own  brothers,  and 
to  teach  them  this  art,  if  they  shall  wish  to  learn  it, 
without  fee  or  stipulation,  and  that  by  precept,  lecture, 
and  every  other  mode  of  instruction,  I will  impart  a 
knowledge  of  the  art  to  my  own  sons,  and  those  of  my 
teachers,  and  to  disciples  bound  by  a stipulation  and 
oath  according  to  (he  law  of  medicine,  but  to  none 
others.  I will  follow  that  system  of  regimen  which. 


according  to  my  ability  and  judgement,  I consider  for 
the  benefit  of  my  patients,  and  abstain  from  whatever  is 
deleterious  and  mischievous.  I will  give  no  deadly 
medicine  to  anyone  if  asked,  nor  suggest  any  such 
counsel,  and  in  like  manner  I will  not  give  to  a woman 
a pessary  to  produce  abortion.  With  purity  and  with 
holiness,  I will  pass  my  life  and  practice  my  art.  I will 
not  cut  persons  laboring  under  the  stone,  but  will  leave 
this  to  be  done  by  men  who  are  practitioners  of  this 
work.  Into  whatever  houses  I enter,  I will  go  into  them 
for  the  benefit  of  the  sick,  and  will  abstain  from  every 
voluntary  act  of  mischief  and  corruption,  and  further, 
from  the  seduction  of  females  or  males,  of  free  men  and 
slaves.  Whatever,  in  connection  with  my  professional 
practice,  or  not  in  connection  with  it,  I see  or  hear,  in 
the  life  of  men,  which  ought  not  to  be  spoken  of  abroad, 
I will  not  divulge  as  reckoning  that  all  such  should  be 
kept  secret.  While  I continue  to  keep  this  oath  unvio- 
lated,  may  it  be  granted  to  me  to  enjoy  life  and  the 
practice  of  the  art,  respected  by  all  men,  in  all  times,  but 
should  I trespass  and  violate  this  oath,  may  the  reverse 
be  my  lot." 

God!  What  strength!  What  profound  guidance! 
What  more  need  be  said!  To  change  one  word  or  one 
thought  would  be  as  if  to  detract  or  change  one  of  the 
Ten  Commandments. 

It  does  my  heart  well  to  occasionally  read  through  the 
above,  as  I am  sure  it  does  for  you  from  time  to  time. 

As  I put  together  this  column  (it  is  now,  November 
14),  I have  been  deeply  saddened  and  rendered  almost 
wordless  at  the  death  of  a dear  friend  and  fellow  col- 
league, Dr  Dennis  Johnson. 

I can  but  say  he  lived  the  Oath  and  lived  it  well! 
Following  his  example,  I pray  that  I may  live  my  life  as 
well. 

May  the  New  Year  bring  true  renewal  to  all  of  us! 

# 


i 
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WE  COULD  LOOK  AT  YOU 


LIKE  ANY  OTHER  DOCTOR,  BUT 
THEN  YOU  D LOOK  AT  US  LIKE  ANY 
OTHER  INSURANCE  COMPANY. 

Doctors  have  different  specialties  and  consequently,  different 
levels  of  risk.  Which  is  why  you  need  a different  kind  of  insurer.  One 
who  sees  you  as  an  individual,  not  as  just  one  more  physician  in  a 

large,  homogeneous  group. 

As  a company  founded  and 
owned  by  physicians,  MM  1C  is 
by  nature  more  empathetic  to 
your  concerns. 

Thus  we've  worked  to  re- 
vise the  industry  classification 
system  to  one  that  more  fair- 
ly evaluates  the  risks  of  each 
practice.  Creating  more  rate 
classes  has  enabled  us  to  reduce 
our  premiums.  In  many  cases, 
MM  1C  policy  holders  are  paying 
lower  rates  than  they  paid  in 
1988. 

That's  just  one  example  of  the  differences  you'll  find  at  MM  1C.  For 
another,  you'll  always  have  a voice  in  the  litigation  process.  We  work 
closely  with  you  in  building  a strong  case  for  your  defense.  And  in  those 
limited  cases,  we  make  every  effort  to  expedite  the  settlement  process. 

Looking  at  issues  from  your  perspective  has  helped  us  build 
assets  in  excess  of  $140  million,  serving  the  finest  physicians  and  clinics 
In  the  midwest.  To  learn  more,  call  (800)  328-5532.  Or 
contact  the  Williams  Insurance  Agency,  (605)  336-0940.  4444 
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DECEMBER  1991 


333 


Editorial 


Fostering  Humanism:  Collaboration 
and  Medical  Ethics 

Physicians  and  nurses  are  long  standing  allies  and 
adversaries.  While  both  parties  readily  endorse 
a humanistic,  patient  centered  focus,  in  actual  practice 
that  focus  can  be  impaired  by  a lack  of  collaboration 
among  members  of  the  health  care  team.  Specifically, 
the  traditional  hierarchy  of  physician  dominance  and 
nurse  subservience  may  readily  lead  to  a lack  of 
cooperation  and  communication  in  planning  patient 
care.  Differing  objectives  and  interests  may  separate 
the  technically  oriented  physician  from  the  nurse  who 
implements  and  integrates  a holistic  plan  of  care  re- 
lated to  the  human  response  to  illness. 

Many  authors  have  cited  the  importance  of  instituting 
more  effective  models  of  physician-nurse  collabora- 
tion. Too  often,  the  proposed  models  have  threatened 
the  status  quo  sufficiently  as  to  promote  resistance  and 
territorialism  among  both  physicians  and  nurses. 

An  effective  way  to  channel  the  efforts  of  physicians 
and  nurses  into  a truly  cooperative,  humanistic  ap- 
proach is  to  focus  on  medical  ethics  issues  as  they 
pertain  to  individual  patients.  Ethical  issues  pervade 
the  practice  of  medicine  and  nursing,  and  frequently 
these  issues  assume  urgent  importance.  On  a routine 
basis  the  physician  and  nurse  must  confront  such  issues 
as  patient  autonomy,  the  balancing  of  benefits  and 
burdens,  and  resource  allocation.  Medical  ethics  is 
especially  well  suited  for  collaboration  because  neither 
physicians  nor  nurses  have  a logical  claim  to  superiority 
in  this  area.  Thus,  the  physician  and  nurse  can  essen- 
tially begin  on  a "level  playing  field"  when  it  comes  to 
these  matters  and  can  fill  complementary  roles  in  the 
ethical  decision  making  which  necessarily  takes  place 
in  the  clinical  setting. 

Unfortunately,  the  curriculum  of  both  medical  stu- 
dents and  nursing  students  is  frequently  deficient  in 
ethical  education.  While  a smattering  of  lectures  and 
an  occasional  course  is  offered  in  many  schools,  a com- 
prehensive plan  to  promote  ethical  decision  making  is 
frequently  lacking  in  institutions  which  prepare  health 
care  providers.  In  addition,  in  most  curricula,  there  is 
little  effort  made  toward  promoting  mutual  educational 
opportunities  for  medical  students  and  nursing  stu- 
dents. Arguably,  if  better  collaboration  is  to  be 
achieved  in  the  future,  one  way  to  move  in  this  direction 
is  to  expose  nursing  and  medical  students  to  each  other 
during  their  educational  years  and  thereby  develop 
greater  understanding  for  each  other,  as  well  as  the 
expectation  of  working  collaboratively.  While  such 
mutual  educational  endeavors  could  be  focused  on  a 
number  of  different  areas  of  medicine,  we  believe  that 
an  emphasis  on  medical  ethics  works  particularly  well. 


To  test  this  thesis,  we  have  held  two  summer  seminars 
which  included  third  and  fourth  year  nursing  students 
working  at  Sioux  Valley  Hospital  (so  called  "Summer  E" 
students)  and  third  year  medical  students  who  were 
rotating  on  psychiatry/neurology.  These  groups  met 
once  a week  for  6 weeks.  The  sessions  took  the  form  of 
a brief  case  presentation  (by  the  medical  student)  of  a 
patient  with  a neurologic  problem,  followed  by  a group 
analysis  and  discussion  of  the  ethical  issues  raised  in 
each  patient’s  case.  Sometimes  these  patients 
presented  major  ethical  dilemmas  (such  as  delibera- 
tions about  whether  nutrition  and  hydration  or 
antibiotics  should  be  discontinued  in  a patient  in  a 
vegetative  state).  Other  times,  more  routine  problems 
were  discussed  such  as  issues  of  informed  consent  prior 
to  diagnostic  procedures. 

Written  evaluations  were  obtained  from  the  par- 
ticipants. The  nursing  students  were  almost 
unanimously  enthusiastic  about  the  experience.  They 
enjoyed  learning  the  medical  students’  views.  One  stu- 
dent noted  that  it  was  "interesting  to  hear  other  views 
in  an  environment  where  open  discussion  is  en- 
couraged." Another  nurse  enjoyed  comparing  the 
nurses’  views  with  the  medical  students’  views  on  ethical 
problems.  A third  commented  that  "the  combination 
of  view  point  strategies  provided  opportunities  to  ‘see 
the  other  side’  — it  is  a great  step  toward  collaboration 
between  nurses  and  doctors".  The  medical  students 
also  were  generally  favorable  toward  the  experience.  A 
few  of  them  however  complained  that  they  had  wanted 
more  teaching  and  discussion  of  the  medical  aspects  of 
the  cases,  and  that  this  took  a back  seat  to  the  ethical 
discussions  in  these  sessions. 

Certainly  this  type  of  student  education  is  one  way  to 
infuse,  on  a very  practical  level,  the  types  of  ethical 
considerations  that  can  be  seen  in  actual  medical  and 
nursing  practice.  Moreover,  we  submit  that  an  equally 
important  aspect  of  this  type  of  forum  is  the  opportunity 
for  students  in  these  two  health  care  professions  to 
meaningfully  interact  and  learn  about  each  others’ 
perspectives,  approaches,  and  modes  of  reasoning.  We 
are  hopeful  that  this  type  of  interaction,  especially  if  it 
could  be  expanded  in  the  medical  school  and  nursing 
school  curricula,  could  serve  as  an  effective  paradigm 
for  achieving  improved  physician-nurse  collaboration 
in  all  aspects  of  health  care.  # 

Jerome  W.  Freeman,  MD 
Editor 

Mona  Hohman,  RN,  CCRN 
Advanced  Practice 
Sioux  Valley  Hospital 
Sioux  Falls,  SD 
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ABSTRACT 

Hepatitis  A continues  to  occur  in  cyclical  community-wide  epidemics  on  the  Indian  reservations  ol'South  Dakota. 
In  June  1985,  a population-based  serosurvey  for  viral  hepatitis  involving  120  households  was  conducted  at  the  Pine 
Ridge  and  Rosebud  Sioux  Indian  Reservations  in  South  Dakota.  The  serosurvey  was  performed  shortly  after  a 
large  hepatitis  A epidemic  on  the  Pine  Ridge  reservation  in  1983-84,  and  immediately  before  a large  hepatitis  A 
epidemic  on  the  Rosebud  reservation  in  1985-86.  The  overall  seroprevalence  for  antibodies  to  hepatitis  A virus 
(anti-HAV)  was  76.2%  (Pine  Ridge  reservation  80.5%,  Rosebud  reservation  72.0%,  relative  risk  = 1.12,  95% 
confidence  interval  = 1.01,  1.24).  For  age  groups  0 to  4 years,  54.2%  and  36.1%  of  children  were  seropositive  at 
Pine  Ridge  and  Rosebud,  respectively.  Seropositivity  rose  rapidly  with  age;  by  age  40,  more  than  90%  of  persons 
at  both  Pine  Ridge  and  Rosebud  were  anti-HAV  positive.  Only  1.1%  of  persons  tested  were  positive  for  hepatitis  B 
markers.  Anti-HAV  seroprevalence  rates  in  both  communities  are  similar  to  rates  observed  in  developing 
countries.  The  surprisingly  high  anti-HAV  seroprevalence  among  young  children  at  Rosebud,  where  clinical 
hepatitis  A had  been  virtually  absent  in  the  previous  seven  years,  indicates  that  high-grade  silent  transmission  was 
taldng  place  during  the  interepidemic  period.  (Am  J Public  Health  1990;80:1091-1094) 


INTRODUCTION 

Outbreaks  of  hepatitis  A have  been  a problem  on 
American  Indian  reservations  of  South  Dakota 
for  many  years.  In  the  past  several  decades,  they  have 
occurred  regularly,  usually  in  cyclical  patterns.  Typi- 
cally, outbreaks  appear  every  7 to  10  yeans,  each  one 
lasting  6 to  24  months.  At  Pine  Ridge,  an  outbreak  of 
hepatitis  A began  in  early  1983  and  continued  into  1984. 
It  became  quite  large,  eventually  involving  several 
hundred  people.  During  the  same  time,  the  Ros^^^ud 
Reservation  was  in  an  intercpidemic  period,  the  last 
outbreak  having  occurred  in  1978.  In  late  1985,  a large 
outbreak  began  at  Rosebud  and  continued  into  1986. 
A cross-sectional  seroprevalence  survey  for  viral 


1.  The  original,  longer  version  of  this  article  was  printed  in  the 
American  Journal  of  Public  Health.  Sept.  1990.  We  have  received 
permission  from  the  American  Public  Health  Association, 
Washington,  DC,  to  print  this  shorter  version  of  the  same  article, 

2.  From  the  Hepatitis  Branch,  Division  of  Viral  Diseases,  Center  for 
Infectious  Diseases,  Centers  for  Disease  Control,  Atlanta,  GA. 

3.  The  Aberdeen  Area  Indian  Health  Service,  Public  Health  Service 
Indian  Hospital,  Rapid  City,  SD. 

4.  The  Aberdeen  Area  Indian  Health  Service,  Aberdeen,  SD. 


hepatitis  was  conducted  at  the  two  reservations  in  June 
1985,  after  the  Pine  Ridge  outbreak  but  before  the 
Rosebud  outbreak.  The  results  gave  an  opportunity  to 
study  hepatitis  A transmission  by  allowing  comparison 
of  the  hepatitis  serologie  profiles  of  a reservation  in  a 
post-epidemie  period  with  a reservation  in  an  inter- 
epidemic period. 

METHODS 

The  Pine  Ridge  and  Rosebud  Reservations  are 
divided  into  small  villages,  with  9 villages  at  Pine  Ridge 
and  20  villages  at  Rosebud.  The  1985  population  of 
Pine  Ridge  was  16,020;  the  population  of  Rosebud 
Reservation  was  8,473.  To  do  the  serosurvey,  the 
geographical  study  area  was  defined  as  the  largest  vil- 
lages on  each  reservation  that  together  represented 
75%  of  the  population  of  each  reservation.  At  Pine 
Ridge  Reservation,  4 villages  (Kyle,  Oglala,  Pine  Ridge 
Village  and  Wanblee)  were  studied.  At  Rosebud 
Reservation,  12  villages  (Antelope,  Black  Pipe,  Corn 
Creek,  He  Dog,  Horse  Creek,  Parmelee,  Ring 
Thunder,  Rosebud,  St.  Francis,  Soldier  Creek,  Swift 
Bear,  and  Upper  Cut  Meat)  were  studied.  Sixty 
households  at  each  reservation  were  selected  using 


DECEMBER  1991 


337 


Pine  Ridge 
Rosebud 


P'lgure  1 


simple  random  geographic  sampling  method,  and  were 
visited  by  a study  team  consisting  of  a primary  inves- 
tigator and  a local  nurse  or  community  health 
representative.  After  obtaining  consent,  a question- 
naire was  administered  to  the  household  head  asking 
about  basic  demographic  data  about  the  household  and 
its  members.  Blood  specimens  were  obtained  from  all 
household  members  f year  of  age  or  older. 

Tests  for  immunoglobulin  M antibody  to  hepatitis  A 
virus  (IgM  anti-HAV);  total  antibody  to  hepatitis  A 
virus  (anti-HAV);  hepatitis  B surface  antigen  (HBsAg); 
antibody  to  hepatitis  B core  antigen  (anti-HBc);  and 
antibody  to  hepatitis  B surface  antigen  (anti-HBs)  were 
performed  on  all  specimens. 

RESULTS 

Of  the  120  households  visited,  93%  had  running  water 
and  89%  had  flush  toilets.  The  mean  number  of  rooms 
per  house  was  5.  A total  of  605  persons  lived  in  these 
households  (Pine  Ridge,  297;  Rosebud,  308),  for  a 
mean  of  5 persons  per  household  (range,  1 to  16).  Of 
the  605  persons,  590  were  1 year  of  age  or  older  and 
blood  specimens  were  obtained  from  467  persons  who 
consented. 

The  serologic  results  showed  that  HAV  infection  was 
highly  prevalent.  At  both  reservations  combined, 
76.2%  of  persons  tested  were  positive  for  anti-HAV, 
indicating  prior  infection.  The  prevalence  rate  at  Pine 
Ridge  was  slightly  higher  than  at  Rosebud  (80.5%  vs 
72.0%,  p = 0.02).  Seropositivity  rates  of  villages  within 
each  reservation  were  roughly  comparable,  ranging 
from  59.6%  to  84.7%.  Rates  in  males  were  not  sig- 
nificantly different  from  rates  in  females  at  cither  Pine 


Ridge  (82.2%  males  vs  79.0%  females,  p = 0.68)  or 
Rosebud  (73.8%  males  vs  70.5%  females,  p = 0.65).  Of 
the  356  persons  positive  for  anit-HAV,  10  (2.8%)  were 
also  positive  for  IgM  anti-HAV,  indicating  recent  infec- 
tion. Of  these  persons,  7 were  from  Pine  Ridge,  and  3 
were  from  Rosebud. 

Anti-HAV  seropositivity  was  strongly  associated  with 
age.  (Figure  1)  At  Pine  Ridge  and  Rosebud  Reserva- 
tions respectively,  54.2%  and  36.1%  of  children  aged 
0-4  years  were  anti-HAV  positive  (p  = 0.26). 
Prevalence  rates  at  both  reservations  rose  rapidly  with 
increasing  age,  although  more  rapidly  at  Pine  Ridge. 
By  age  15  years,  over  90%  of  persons  at  Pine  Ridge  were 
anti-HAV  positive;  rates  did  not  reach  90%  until  age  30 
years  at  Rosebud.  In  young  adults  aged  15-29  years, 
91.1%  and  71.1%  were  anti-HAV  positive  at  Pine  Ridge 
and  Rosebud,  respectively  (p  = 0.02).  Rates  between 
reservations  were  not  significantly  different  in  adults 
aged  30  or  more  years  (93.8%  and  91.6%  Pine  Ridge 
and  Rosebud,  respectively,  p = 0.82). 

Only  5 persons  were  positive  for  hepatitis  B markers: 
4 were  immune  and  1 was  HBsAg-positive.  Two  per- 
sons were  members  of  the  same  family  — a 13  year  old 
boy  who  was  HBsAg-positive,  and  his  mother  who  was 
anti-HBs  positive,  and  who  had  acute  hepatitis  13  years 
previously  during  the  third  trimester  of  her  pregnancy 
while  living  off  the  reservation. 

DISCUSSION 

The  seroprevalence  results  presented  here  show  that 
hepatitis  A is  widespread  in  the  Pine  Ridge  and 
Rosebud  Reservation  populations.  In  age  groups  over 
30  years,  80%  to  100%  of  persons  have  anti-HAV  an- 
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libodics,  indicating  previous  inlcclion.  These 
serojMcvalence  rales  are  niiicli  higher  than  observed  in 
tlie  general  United  Stales'  population  and  in  blood 
donors,  in  whom  rates  among  adults  are  generally 
below  50%.*  High  rates  orhe[’ialilis  A inleclion  among 
American  Indians  are  in  part  due  to  poor  environmen- 
tal conditions  and  conditions  related  to  poverty  on 
many  reservations,  including  crowded  living  quarters, 
inadequate  housing,  poor  sanitation,  and  lack  of  run- 
ning water. 

A striking  finding  of  this  study  was  the  high  anli-HAV 
seroprevalence  rale  in  young  children  at  the  Rosebud 
Reservation  (36%  of  children  aged  0 to  4 years)  even 
though  Rosebud  was  in  an  interepidemie  period  and 
the  last  epidemic  had  occurred  in  1978.  These  rates  are 
very  much  higher  than  observed  among  children  in 
other  United  States’  settings,"  ’^  and  are  comparable  to 
rates  in  children  in  underdeveloped  countries,  where 
hepatitis  A is  endemic  rather  than  epidemic.'^'^  Similar 
high  hepatitis  A seroprevalence  rates  among  children 
in  interepidemie  periods  have  been  observed  among 
the  Navajo  in  New  Mexico.*^  It  appears  that  on 
American  Indian  reservations,  at  least,  a significant 
amount  of  disease  transmission  occurs  even  in  the  ab- 
sence of  recognized  epidemics,  and  the  transmission  is 
primarily  among  young  children  who  have  the  lowest 
clinical/subclinical  disease  ratio. ^ Factors  that  cause 
this  interepidemie  transmission  to  lead  to  epidemic 
transmission  are  still  poorly  defined.  A possibility  is 
that  transmission  occurs  constantly  and  silently, 
primarily  among  younger  age  groups,  who  serve  as  a 
reservoir  for  HAV  infection;  epidemic  transmission 
may  supervene  periodically  when  a cohort  of  suscep- 
tible persons  enlarges  to  a trigger  level.  An  indication 
of  this  may  be  the  somewhat  lower  anti-HAV  antibody 
prevalence  observed  among  children  and  young  adults 
at  Rosebud  Reservation,  where  an  outbreak  was  about 
to  occur,  compared  with  Pine  Ridge,  where  an  outbreak 
had  just  occurred. 

Another  striking  finding  is  the  almost  total  lack  of 
hepatitis  B among  Sioux  Indians  on  Pine  Ridge  and 
Rosebud  Reservations.  The  only  HBsAg-positive  per- 
son, a 13  year  old  boy,  likely  acquired  the  infection 
pcrinatally  while  his  mother  was  living  off  the  reserva- 
tion. This  lack  of  hepatitis  B is  consistent  with  low 
hepatitis  B prevalence  found  among  the  Navajo  and 
Hopi  in  northern  Arizona.^  In  contrast,  hepatitis  B is 
endemic  among  native  Americans  and  Eskimos  in 
Alaska.^  It  may  be  that  the  hepatitis  B virus  (HBV)  has 
never  been  introduced  into  the  American  Indian 
population.  Alternatively,  behaviors  or  other  factors 
that  promote  HBV  transmission  among  Alaskan  Es- 
kimos may  be  absent  among  Indians  of  the  lower  48 
states. 

Transmission  of  hepatitis  A on  reservations  in  the 
absence  of  outbreaks  highlights  the  potential  limita- 
tions of  immune  globulin  (IG)  as  a control  measure  for 
hepatitis  A in  these  settings.  The  community-wide  out- 
breaks at  Pine  Ridge  and  Rosebud  Reservations 


persisted  despite  the  widespread  administration  of  IG 
to  close  contacts.  Because  IG  does  not  confer  im- 
munity longer  than  about  three  months,  in  populations 
where  hepatitis  A occurs  in  large  cyclical  epidemics, 
mass  use  of  IG  might  only  delay  the  inevitable  propaga- 
tion to  the  whole  susceptible  community. 

On  Indian  reservations,  as  well  as  in  other  parts  of  the 
United  Stales,  hepatitis  A has  significant  human  and 
economic  impact,  both  in  terms  of  morbidity  and  oc- 
casional mortality  and  in  diverting  of  public  health 
resources  from  other  priorities  when  outbreaks  occur. 
A safe,  effective  hepatitis  A vaccine  may  be  the  only 
practical  solution  to  control  hepatitis  A among 
American  Indians,  and  they  arc  therefore  a likely  target 
population  both  for  testing  and  use  of  vaccines  current- 
ly under  development.*  Until  such  a vaccine  is 
available,  conventional  measures  such  as  the  promotion 
of  handwashing  and  the  improvement  of  general  sanita- 
tion will  remain  important  priorities. 
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The  Grass  is  Also  Green  in  Montana 

Montana  physicians  enjoy  a 
unique  lifestyle  and  a 
high-level  of  professional 
respect.  Sporting  the  great 
outdoors  and  lacking  hig-city 
hassles,  our  rural  areas  offer 
the  opportunity  to  work  in 
modern  facilities  with  other 
top-notch  professionals. 

Call  to  discuss  the  needs  and  details. 

1-800-462-8112 

Ask  for  Cindy  Anderson,  or  send  a 
CV  to  Montana  Hospital  Research 
and  Education  Foundation,  Bo.v 
51 19,  Helena.  MT  59604. 
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Defending  Defensible  Doctors 


This  Is  Your  Medical  Associadon 


Dennis  L.  Johnson,  MD,  Sioux  Falls  orthopedic  sur- 
geon, died  November  12,  1991,  at  the  age  of  53.  Dr 
Johnson  was  born  in  Moline  Illinois.  He  graduated 
from  Iowa  State  University  in  1959,  and  served  in  the 
Navy  from  1959  to  1964,  as  an  aviator.  He  married 
Leni  Lovre  in  1959,  in  Sioux  Falls.  He  attended  the 
University  of  South  Dakota  Medical  School  and 
received  his  medical  degree  from  Northwestern 
University  Medical  School  in  Chicago,  in  1967.  He 
completed  a residency  training  in  orthopedic 
surgery  at  the  University  of  Minnesota  Hospital. 

He  moved  to  Sioux  Falls  in  1973  and  was  founding 
partner  of  the  Midwest  Orthopedic  Center.  He  was 
board  certified  by  the  American  College  of  Or- 
thopedic Surgery  in  1974.  He  was  a member  of  the 
staff  at  McKennan,  Sioux  Valley,  Veteran’s  and  Crip- 
pled Children’s  Hospitals  in  Sioux  Falls.  He  was  past 
Chief  of  Staff  and  served  as  Chief  of  Surgery  at 
McKennan  Hospital.  He  was  a member  of  the  Mc- 
Kennan Board  of  Trustees  and  was  president  of  the 
South  Dakota  State  Board  of  Medical  and  Os- 
teopathic Examiners.  He  was  a member  of  the 
AMA,  the  South  Dakota  State  Medical  Association 
and  the  Seventh  District  Medical  Society.  He  was  a 
fellow  of  the  American  Academy  of  Orthopedic 
Surgery,  American  College  of  Surgeons  and  Interna- 
tional College  of  Surgeons,  and  a member  of  Alpha 
Omega  Alpha,  a National  Honor  Society.  He  served 
as  state  president  of  the  South  Dakota  College  of 
Surgeons,  president  of  Seventh  District  Medical 
Society,  and  served  as  a counselor  of  the  American 
Academy  of  Orthopedic  Surgeons.  He  was  Clinical 
Associate  Professor  and  head  of  the  Orthopedic 
Section  of  USD  School  of  Medicine.  He  received 
the  Distinguished  Service  Award  for  Teaching,  and 
the  SDSMA  Special  Presidential  Award. 

Survivors  include  his  wife;  three  daughters: 
Catherine,  Suzanne  and  Tracy,  all  of  Sioux  Falls;  his 
mother,  Vera  John.son  of  Zapata,  Texas;  one  brother, 
Kim  and  one  sister,  Jan  Kuhn,  both  of  Minneapolis. 


Harry  J.  Bartron,  Jr,  MD,  Watertown,  died  Novem- 
ber 12, 1991,  at  the  age  of  75.  He  was  born  and  raised 
in  Watertown.  He  attended  the  University  of  South 
Dakota  and  received  his  medical  degree  from 
Northwestern  University  in  Chicago,  in  1942.  He 
completed  his  internship  at  Johns  Hopkins  Hospital, 
Baltimore,  in  1943.  He  married  Annadell  Leikvold 
in  1940.  He  served  during  World  War  11  and  later 
returned  to  Watertown  to  practice  medicine  until  his 
retirement  in  1975.  His  wife  died  in  1980. 

He  is  survived  by  three  daughters,  Mary  Lee 
Gubrud  of  Fergus  Falls,  Minn,  Debra  Bartron  of 
Narrabeen,  Australia  and  Bette  Kay  Bartron  of  Rock 
Valley,  Iowa;  one  son,  Harry  III  of  California;  two 
grandchildren,  three  great  grandchildren;  one 
brother.  Dr  G.  Robert  Bartron  of  Watertown. 


Several  South  Dakota  physicians  have  been  recertified 
as  diplomales  of  the  American  Board  of  Family  Practice 
(ABFP)  after  passing  the  exams.  Among  those 
recertified  are  Drs  David  Jenny,  Yankton;  Richard 
Wake,  Brookings;  Steven  Vosler,  Spearfish;  Mark 
Mogen,  Aberdeen,  and  Noel  Chicoine,  Pierre.  Dr 
David  Jones,  Platte,  has  been  named  a diplomatc  ol 
ABFP,  and  is  now  certified  in  the  specialty  of  family 
practice. 

H:  * * * * 

Winner  surgeon.  Dr.  Gregg  Tobin,  was  elected  to  the 
board  of  directors  of  the  South  Dakota  Foundation  for 
Medical  Care.  This  organization  serves  as  a peer  review 
for  doctors  who  care  for  Medicare  patients. 

Drs  Stephan  Schroeder  of  Miller,  Randall  GralT  of 
Deadwood  and  Alan  Bloom  of  Webster,  have  been 
named  Fellows  of  the  American  Academy  of  Family 
Physicians. 

***** 

Yankton  physician,  Richard  Porter,  colonel  and 
commander  of  the  730th  Medical  Company  of 
Vermillion  and  Winner,  was  awarded  the  Bronze  Star 
for  his  service  in  the  Persian  Gulf  War.  This  was  the 
second  time  Dr  Porter,  president  of  the  South  Dakota 
State  Medical  Association,  received  this  award.  The 
first  time  was  for  his  service  in  the  Army  in  Vietnam. 
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Lithium  Induced  Renal  Toxicity-A  Review  of 
the  Literature 


Dan  Hicks,  MD* 


ABSTRACT 

Lithium  tlierapy  is  widely  accepted  as  ellicacious  treatment  for  bipolar  alTective  disorder.  How'ever,  long  term 
usage  of  lithium  raises  concern  of  side  effects  involving  multiple  organ  systems,  particularly  renal  function.  A 
review'  of  the  literature  indicates  no  significant  effects  on  glomerular  filtration  rate.  The  main  renal  consequences 
of  chronic  lithium  therapy  are  decreases  in  renal  concentrating  capacity.  Treatment  recommendations  to  diminish 
these  renal  toxic  side  effects  of  lithium  therapy  are  reviewed. 


INTRODUCTION 

Lithium  salts  were  initially  used  for  the  treatment 
of  mania  in  the  1940s.  They  were  found  to  be 
quite  effective  in  the  prophylaxis  of  bipolar  affective 
disorder,  particularly  in  reducing  hospitalizations  and 
increasing  social  functioning.  Lithium  salts  continue  to 
be  the  treatment  of  choice  for  bipolar  affective  disorder 
today. 

Despite  the  drug’s  clinically  proven  efficacy,  lithium 
therapy  has  a narrow  therapeutic  window  and  can  lead 
to  serious  neurological,  endocrinological,  cardiac,  and 
renal  toxicities.  Renal  toxicity  has  been  of  particular 
interest  since  the  discovery  of  morphological  changes 
in  renal  tissue  of  long-term  lithium  treated  individuals.^ 
This  review  article  explores  the  current  relationship 
of  lithium  treatment  to  renal  toxicity.  Various  treat- 
ment options  to  diminish  the  renal  toxic  side  effects  of 
lithium  salts  are  reviewed. 

Lithium  Effects  on  Glomerular  Filtration  Rate 

With  the  finding  of  structural  changes  in  the  kidneys 
of  patients  treated  with  lithium,  concern  was  expressed 
that  kidney  function  would  likewise  deteriorate.  The 
most  sensitive  measurement  of  renal  function  is  the 
glomerular  filtration  rate  as  determined  by  creatinine 
clearance.*^  Studies  measuring  the  GFR  of  lithium 


1.  Former  Psychiatric  Resident,  USD  School  of  iVledicine,  Sioux 
Falls,  SD.  Now  practicing  in  Rochester,  MN. 


treated  patients  reveal  clinically  insignificant  effects  on 
GFR  even  with  long-term  lithium  therapy."'^ 

This  is  probably  due  to  the  fact  that  the  primary 
toxicity  is  to  the  tubules.  Only  with  advanced  tubular 
injury  is  there  sufficient  damage  to  reduce  GFR.  The 
combination  of  lithium  with  antipsychotic  agents  may 
be  even  more  important  in  the  development  of  renal 
insufficiency.  The  fact  that  neuroleptic  medications 
raise  the  tissue  concentration  of  lithium  is  thoi^ht  to 
play  a role  in  the  mechanism  of  renal  toxicity.^'^ 

Lithium  Effects  on  Renal  Tubular  Function 

Renal  tubular  function  is  commonly  disturbed  with 
acute  and  chronic  lithium  therapy.  Lithium  induced 
tubular  changes  may  lead  to  increased  urine  volume, 
decreased  urine  concentrating  ability,  and  nephrogenic 
diabetes  insipidus.'" 

After  gastrointestinal  absorption,  lithium  is  freely 
filtered  at  the  glomerulus  and  reabsorbed  nearly  com- 
pletely along  the  proximal  nephron.  Most  of  the  lithium 
reabsorption  occurs  by  a paracellular  pathway.^ 

Polyuria  (>3000  ml/24h)  and  impaired  renal  eon- 
centrating  ability  are  common  side  effects  of  lithium 
therapy,  particularly  with  chronic  lithium  use.  In 
review  studies  of  patients  on  long  term  lithium  therapy, 
the  incidence  of  polyuria  was  reported  to  be  from  2% 
to  35%.  The  incidence  of  impaired  renal  concentrating 
ability  ranged  from  50%  to  90%.^’“^ 

The  mechanism  causing  renal  tubule  effects  appears 
to  be  a direct  inhibitory  effect  of  lithium  on  ADH- 
mediated  water  handling  by  renal  tubules.^  At  a 
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molecular  level,  lithium  appears  to  inhibit  this  ADH- 
mediated  process  by  impairing  ADH-sensitive 
adenylate  cyclase  resulting  in  a decrease  of  intracellular 
cAMP.*^'^  While  these  effects  can  happen  after  several 
doses  of  lithium,  evidence  indicates  increased  propen- 
sity with  chronic  lithium  therapy  particularly  in 
combination  with  neuroleptic  agents.^ 

Morphological  Changes  on  Renal  Biopsy 

In  1977,  Hestbech  et  al  reported  structural  changes 
on  renal  biopsies  of  patients  treated  with  lithium  car- 
bonate. Interestingly,  these  patients  had  acute  lithium 
intoxication  at  some  point  in  their  clinical  histories.^ 
The  morphological  changes  were  tubulo-interstitial  in 
nature.  They  included  tubular  atrophy,  glomerular 
sclerosis,  interstitial  fibrosis,  distal  tubular  dilatation, 
microcyst  formation,  and  glycogen  deposits  in  the  distal 
tubules.^-^’^^ 

These  structural  changes  on  renal  biopsy  have  not 
been  shown  to  have  deleterious  effects  on  glomerular 
function.  However,  polyuria  and  impaired  renal  con- 
centrating capacity  have  been  shown  to  be  related  to 
tubulo-interstitial  changes.  Also,  the  duration  of 
lithium  therapy  is  positively  correlated  with  the  extent 
of  tubular  and  interstitial  damage.'^ 

Other  Renal  Effects  of  Lithium 

Although  the  main  renal  side  effects  of  lithium 
therapy  relate  to  impaired  renal  concentrating  ability 
with  development  of  polyuria  and  nephrogenic 
diabetes  insipidus,  several  reports  of  other  renal  effects 
exist  in  the  literature.  Acute  renal  failure  has  been 
described  during  lithium  toxicity."^  Renal  tubular 
acidosis,  distal  type,  has  been  described  in  animal 
studies  with  large  doses  of  lithium.^  A hyperchloremic 
metabolic  acidosis  with  inability  to  decrease  urine  pH 
secondary  to  lithium  impairment  of  hydrogen  ion  secre- 
tion is  felt  to  be  uncommon  and  therefore  clinically 
unimportant.^ 

Treatment  Recommendations  to  Minimize  Renal 
Toxicity 

Impairment  of  renal  concentrating  ability,  the  most 
common  lithium-induced  renal  side  effect,  may  lead  to 
mild  polyuria  or  severe  nephrogenic  diabetes  insipidus. 
Regardless  of  the  extent  of  polyuria,  hydration  status  is 
of  utmost  importance  to  prevent  dehydration  and  sub- 
sequent lithium  toxicity.  Mild  polyuria  may  only 
require  adequate  hydration  equal  to  urine  output, 
whereas  severe  forms  of  polyuria  generally  require 
other  treatment  options.^ 

One  treatment  option  is  to  decrease  the  serum  main- 
tenance level  of  lithium,  however,  the  risk  of  relapse 
increases  with  such  actions  as  shown  by  Gelenberg  et 
al.^“  Lithium  therapy  may  be  discontinued  in  an  at- 
tempt to  treat  severe  polyuria.  Discontinuation  or 
changes  to  alternative  treatments  should  be  considered 
on  an  individual  basis  against  the  risk  of  relapse  of  the 
devastating  effects  of  a patient’s  bipolar  disorder.^'^ 


Alternatively,  treatment  with  a thiazide  diuretic  con- 
currently with  lithium  has  proven  effective  for 
decreasing  polyuria.  This  combination  paradoxically 
diminishes  urine  output  by  increasing  proximal  tubular 
reabsorption  of  water  leading  to  decreased  delivery  of 
water  to  the  distal  nephron.  Thiazide  diuretics  lead  to 
inereased  lithium  reabsorption  and  elevated  serum 
lithium  levels  and  hypokalemia  as  possible  side  ef- 
fects.^'^ 

Amiloride  hydrochloride  is  also  effective  in  treating 
lithium-induced  polyuria  without  the  side  effects  of 
hypokalemia  or  increased  serum  lithium  levels.  This 
potassium  sparing  diuretic  may  block  the  inhibitory 
effect  of  lithium  carbonate  on  water  transport  in  renal 
collecting  tubules.^’"^ 

Indomethacin,  also  used  in  combination  with  lithium, 
may  lead  to  enhanced  renal  concentrating  capacity  and 
reduction  in  total  urine  volume.  The  mechanism  of 
action  is  thought  to  be  related  to  its  inhibitory  effects 
on  prostaglandin  synthesis.^’^^  This  combination  may 
have  additive  toxicity  to  renal  tubules  and  should  be 
used  with  caution.  Serum  creatinine  and  electrolytes 
should  be  monitored  frequently. 

In  refractory  cases  of  severe  nephrogenic  diabetes 
insipidus,  carbamazepine  with  its  SIADH-like  effect 
may  be  as  a single  agent  to  treat  both  the  polyuria  and 
the  underlying  bipolar  disorder.^ 

Finally,  dosing  schedules  of  lithium  carbonate  have 
been  suggested  to  play  a role  in  renal  structural  changes 
and  impaired  renal  concentrating  capacity.  Some 
studies  claim  that  a single  daily  dose  decreases  renal 
toxicity.  However,  other  studies  have  not  shown  any 
significant  difference  between  single  and  multiple 
dosing  schedules  on  urine  volume  or  concentrating 
capacity.^’^^  Regardless,  in  individual  cases,  a single 
daily  lithium  dose  is  an  option  in  treating  lithium-in- 
duced polyuria. 

CONCLUSION 

Lithium  therapy  has  long  been  known  as  an  effective 
treatment  for  bipolar  affective  disorder.  With  the  find- 
ings of  structural  changes  on  renal  biopsy  of  lithium 
treated  patients,  concern  arose  that  the  long-term  use 
of  lithium  may  lead  to  renal  insufficiency.  The  results 
of  this  review  indicate  that  glomerular  filtration  rate  is 
not  commonly  significantly  affected  by  lithium  therapy. 
Chronic  lithium  treatment  can,  however,  lead  to  tubulo- 
interstitial defects  with  subsequent  polyuria  and  renal 
concentrating  impairment.  These  effects  may  or  may 
not  be  reversible  with  lithium  discontinuation.  Options 
for  treating  lithium-induced  nephrogenic  diabetes  in- 
sipidus include  dosage  reduction,  discontinuation  of 
lithium,  concurrent  treatment  with  a thiazide  diuretic, 
amiloride  hydrochloride,  indomethacin,  or  dosing 
schedule  alterations.  Each  has  its  inherent  benefits  and 
risks. 

Severe  nephrotoxicity  with  well  controlled  lithium 
therapy  has  not  been  demonstrated  in  the  medical 
literature.  However,  prior  to  initiation  of  lithium  treat- 
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merit,  patients  should  be  sereened  lor  renal  disease  risk 
factors,  pre-existing  renal  insulTicieney,  and  impaired 
renal  concentrating  ability.  Monitoring  lor  renal 
toxicity  during  lithium  therapy  is  recommended. 
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Auxiliary  NMs 


Mollie  O.  Kraflta,  President,  South  Dakota  State 
Medical  Association  Auxiliary 


It’s  fast  closing  on  Christmas  as  you  read  this,  and 
I was  trying  to  think  of  a way  to  relate  what  I have 
chosen  as  this  month’s  topic  on  which  to  spew  the 
number  of  words  neeessary  to  fill  the  spot  allotted  to 
Auxiliary.  I want  to  do  it  well  and  not  leave  gobs  of 
white  showing.  I wouldn’t  want  you  to  think  I can’t  "do" 
words  or  don’t  appreciate  the  opportunity  to  communi- 
eate  via  this  page!  (Thank  you  for  our  space  in  the 
SOUTH  DAKOTA  JOURNAL  OF  MEDICINE!!) 

So.. .let’s  think  of  the  "gift"  of  laughter! 
Christmas. ..gift.  Get  it?  It’s  so  important  to  be  able  to 
laugh!  Take  this  very  moment  for  instance.  It’s  October 
29th,  and  I’m  sitting  in  the  Airport  Hilton  Inn  in  Salt 
Lake  City,  Utah!  There’s  lots  of  snow  outside  my  win- 
dow. The  snow  is  Christmas-like,  no  doubt  about  it. 
But,  the  snow  is  the  reason  I am  here.  I am  stranded 
until  Rapid  City’s  blizzard  is  over!  Thus,  I am  some- 
what ambivalent  about  its  beauty! 

I have  had  to  really  search  for  some  humor  in  this 
situation;  especially  since  I need  to  be  home  to  feed  the 
13  Krafka  animals,  clean  assorted  cages  and  pack  for  a 
trip  to  visit  District  I in  Aberdeen.  I may  not  be  able  to 
get  there  because  of  the  snow.  (Hello  Aberdeen!. ..if  I 
do  not  get  there.)  Ha  Ha!  Which  brings  up  the  tiny 
problem  of  the  conferenee  call  that  I was  going  to  take 
from  the  SMAA  in  the  Ramkota  there!  Ha  Ha  Ha! 


Whieh  makes  me  wonder  if  I should  try  to  make  it  to 
Aberdeen  since. ..if  I get  snowed  in  there,  I will  not  be 
able  to  make  it  back  for  TRASH  rehearsal.  Ha  Ha  Ha 
Ha!  That’s  so  important  this  Thursday  because  the  next 
day,  we  (TRASH)  drive  to  Sioux  Falls  to  entertain  at 
11:30  pm  for  a Square  Dancers  Convention.  The  next 
day  we  drive  to  Minneapolis  to  perform  for  the  North 
Central  Medical  Meeting.  Although  all  of  this  is  stuff 
that  could  happen  without  my  presence,  I was  supposed 
to  drive  them,  and  I have  all  the  props. ..HA  HA  HA 
HA  HA!!!! 

TRASH  is  founded  on  the  prineiple  that  laughter  is 
a great  gift  and  essential  in  this  eomplicated,  iffy  and 
sometimes  difficult  life  we  lead!  TRASH  must  have 
something  right  because  we  have  lasted  nearly  ten  years 
based  on  this  tenet.  The  North  Central  Medieal  meet- 
ing is  where  we  started  (our  first  out-of-state 
performance)  ten  years  ago.  Since  then,  we’ve  per- 
formed in  twelve  states  and  we’ve  raised  over 
$35,000.00  and  people’s  spirits!!  We’ve  supported  the 
Medical  School  with  half  of  our  earnings.  The  other 
half  has  gone  to  support  charities  and  causes  like: 
CMN,  the  United  Way,  the  Ameriean  Cancer  Society, 
Hospice,  Women  Against  Violence,  West  River 
Children’s  Center,  Food  Bank,  the  Community  Care 
Center  (a  shelter  for  the  homeless  in  Rapid  City),  the 
Black  Hills  Workshop  (a  training  center  for  retarded 
and  developmentally  handicapped  citizens  of  the  area), 
etc! 

TRASH  shows  audiences  that  we,  physician’s 
spouses  and  by  association,  the  physicians  to  whom  we 
are  married  (although  they  may  choose  not  to  associate 
themselves  with  us),  are  people;  people  like  them,  and 
that  physicians  understand  what  they  are  up  against  in 
pursuit  of  health!  TRASH  promotes  laughter  as  the 
necessary  coping  mechanism  for  life!  In  sickness  and 
in  health,  for  better  and  for  worse.  Wait!  that’s  a mar- 
riage vow!  Sorry,  I just  got  confused  for  a moment. 

TRASH  is  like  a family  to  me.  Laughter  and  love 
keep  us  together  and  healthy  through  life’s  trials  and 
tribulations;  in  and  out  of  TRASH!  I know  of  no  more 
varied,  delightful,  strong,  playful,  hard-working,  nutty, 
dedieated,  wacko  and  fun  group  of  wierdos  anywhere! ! 
I eount  TRASH  when  I count  my  blessings,  and  I am 
grateful  for  the  years  of  laughter  with  them.  I am 
thankful  that  they  have  let  me  play  with  them,  and  I love 
them  deeply!  I can  only  hope  that  they  know  how  much 
I care!! 


For  laughs...read  anything  by  Dave  Barry,  but  do  not 
read  it  with  anything  in  your  mouth  (right  Mary?)!!  # 
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Redwood  Falls,  Minnesota 
Family  Physician 

Outstanding  practice  site  in  rural  south- 
western Minnesota,  2 1/2  hours  from  Twin 
Cities  or  Rochester.  Currently  have  4 family 
physicians,  1 general  surgeon;  looking  to 
expand  by  1 or  2 BC/BE  family  physicians. 
Full  range  of  family  practice  with  competi- 
tive salary.  Superb  benefit  and  retirement 
package,  very  liberal  vacation  time. 

Please  respond  with  CV  and  three  letters  of 
reference  to  Dr.  S.D.  Medrud,  Redwood 
Medical  Center,  1100  E.  Broadway,  Red- 
wood Falls,  MN,  507-637-2985,  or  Mr.  Jim 
Schulte,  Hospital  Administrator,  Redwood 
Falls  Hospital,  100  Fallwood  Road,  Red- 
wood Falls,  MN  56283,  507-637-2907. 


Family  Practice  Physician 

The  University  of  South  Dakota  School  of 
Medicine  is  seeking  a family  practice  physician  for 
academic  and  clinical  instruction  purposes  on  the 
Yankton,  South  Dakota  campus.  This  position  will 
include  a University  appointment  as  an  assistant 
professor  in  the  Department  of  Family  Medicine. 
Academic  responsibilities  will  include 
undergraduate  and  graduate  student  instruction. 
Clinical  practice  responsibilities  will  be  shared 
with  at  least  one  other  faculty  member  in  Yankton 
and  membership  in  faculty  practice  plan  is 
inclusive  with  the  faculty  appointment.  Salary  will 
be  commensurate  with  credentials  and  experience. 
An  excellent  benefits  package  is  included.  If  you 
desire  a controlled  lifestyle,  bountiful  recreational 
opportunities  and  the  challenge  of  teaching,  this 
may  be  the  position  you  have  been  searching  for. 
An  equal  opportunity  employer. 

For  additional  information,  please  send  letter  of 
inquiry,  curriculum  vitae,  and  three  letters  of 
reference  to: 

James  Ryan,  MD,  Chairman 
Department  of  Family  Medicine 
USD  School  of  Medicine 
800  E 21st  Street 
Sioux  Falls,  SD  57117-5045 


Family  Practice 

Fine  opportunity  for  growing  and  lucra- 
tive group  practice.  Progressive  medical 
stalT  serves  61-bed  hospital  and  county 
population  of  19,000.  Peaceful,  scenic 
city  of  8,500  with  excellent  housing, 
schools,  shopping,  hunting,  sports,  wide 
range  of  community  and  hospital/health 
services.  Send  CV  to: 


Jim  Schneckloth 
4 Sunset  Place 
Charles  City,  Iowa  50616 


Family  Practitioners 

to  join  three  other  Family  Practitioners  in 
rapidly  expanding  35-physician 
multi-specialty  group  in  Yankton. 
Located  on  beautiful  Lewis  & Clark  Lake, 
this  community  of  12,000-b  has  an 
excellent  school  system  and  year  round 
recreational  activities.  The  Clinic  is 
located  across  the  street  from  a 144-bed 
hospital  and  Mount  Marty  College,  and  26 
miles  from  the  University  of  South  Dakota 
and  School  of  Medicine. 

Excellent  income,  with  incentive 
distribution  after  one  year.  Generous 
benefits  package,  malpractice  insurance 
and  relocation  expenses  paid.  Partnership 
with  no  buy-in. 

Send  CV  to: 

Don  Lake,  Administrator 
Yankton  Medical  Clinic,  PC 
1104  West  8th  Street 
Yankton,  South  Dakota  57078 
Telephone:  (605)  665-7841  (call  collect) 
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General  Surgeon 

Join  established  lucrative  practice  serv- 
ing 2 excellent  hospitals  and  2-county 
population  of  35,000.  Peaceful,  scenic 
city  of  8,500.  Excellent  housing,  school 
system,  shopping,  progressive  medical 
staff.  Send  CV  to: 

Jim  Schneckloth 
4 Sunset  Place 
Charles  City,  Iowa  50616 


Pediatrician 

to  join  three  other  Pediatricians  in  rapidly 
expanding  36-physician  multi-specialty 
group  in  Yankton.  Located  on  beautiful 
Lewis  & Clark  Lake,  this  community  of 
12,000+  has  an  excellent  school  system 
and  year-round  recreational  activities. 
The  Clinic  is  located  across  the  street  from 
a 144-bed  hospital  and  Mount  Marty 
College,  and  26  miles  from  the  University 
of  South  Dakota  and  School  of  Medicine. 

Excellent  income,  with  incentive 
distribution  after  one  year.  Generous 
benefits  package,  malpractice  insurance 
and  relocation  expenses  paid. 
Partnership  with  no  buy-in. 

Send  CV  to: 

Don  Lake,  Administrator 
Yankton  Medical  Clinic,  PC 
1104  West  8th  Street 
Yankton,  South  Dakota  57078 
Telephone:  (605)  665-7841  (call  collect) 


EMERGENCY  MEDICAL  PHYSICIANS.  PC 


Progressive  physi- 
cian owned  organ- 
ization  has  full-time 
positions  available 
for  emergency  physicians  in  several  north- 
western communities  Including  Sioux  Falls  and 
Yankton,  South  Dakota,  Casper  and  Cheyenne, 
Wyoming  and  Pasco,  Washington.  Competitive 
compensation  plus  an  excellent  benefit  pack- 
age including  malpractice,  health,  disability  and 
life  Insurance  as  well  as  profit  sharing  and  CME 
benefits.  Flexible  schedules,  attractive 
communities  to  provide  exceptional  working 
and  living  conditions,  exciting  recreational 
opportunities. 


Contact:  Janet  Cowley 

Recruitment  Coordinator 
EMP,  PC 

(307)  632-1436/FAX  (307)  635-4642 
P.O.  BOX  805 
Cheyenne,  WY  82003 


OB/GYN  Physicians 

to  join  two  other  OB/GYN  physicians  in 
rapidly  expanding  35-physician 
multi-specialty  group  in  Yankton. 
Located  on  beautiful  Lewis  & Clark  Lake, 
this  community  of  12,000+  has  an 
excellent  school  system  and  year  round 
recreational  activities.  The  Clinic  is 
located  across  the  street  from  a 144-bed 
hospital  and  Mount  Marty  College,  and  26 
miles  from  the  University  of  South  Dakota 
and  School  of  Medicine. 

Excellent  income,  with  incentive 
distribution  after  one  year.  Generous 
benefits  package,  malpractice  insurance 
and  relocation  expenses  paid.  Partnership 
with  no  buy-in. 

Send  CV  to: 

Don  Lake,  Administrator 
Yankton  Medical  Clinic,  PC 
1104  West  8th  Street 
Yankton,  South  Dakota  57078 
Telephone:  (605)  665-7841  (call  collect) 
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Internist 


Sioux  Falls,  SD  - Excellent 
opportunity  for  BE/BC  internist  to 
join  expanding  four  physician  group 
practice.  Well  established  growing 
patient  base.  Competitive  salary 
leading  to  partnership.  New  clinic 
facilities.  Contact: 

Dianne  Zoellner 
1201  S Euclid,  Suite  610 
Medical  Building  II 
Sioux  Falls,  SD  57105 
605-339-3677 


Internal  Medicine  and  Obstetrics- 
Gynecology  Practice  Opportunities 

Rural  Lake  Country  Community  is  seeking 
the  above  practitioners  to  join  an  active  14 
physician  multispecialty  group.  Quality, 
comfortable  living  environment,  multiple 
recreational  activities,  fine  educational 
opportunities  and  cultural  activities 
abound.  Opportunity  includes  relaxed 
call,  liberal  salary  and  exceptional  benefits. 

Send  curriculum  vitae  or  inquires  to; 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 
or  call  collect  at  (701)  662-2157 
for  further  information 


Infectious  Disease  Update 
in  Clinical  Practice 

Holiday  Inn  Rushmore  Plaza 
Rapid  City,  South  Dakota 
January  23-24, 1992 

Third  Annual  Conference  Sponsored  By: 

Department  of  Internal  Medicine 
USD  School  of  Medicine 
and 

Rapid  City  Regional  Hospital 

Physicians,  nurses,  hospital  epidemiologists,  and 
phannacisls  are  encouraged  to  attend 

Thursday  - 8:00  am  - Registration  and  breakfast 

Topics:  Practical  Aids  management;  HIV 

and  the  Health  Care  Worker;  Device- 
Related  Infections;  Infections  & the 
Great  Outdoors;  Home  IV  therapy. 

Friday  - 7:00  am  - "Meet  the  Professor"  ses- 

sions and  breakfast 

Topics:  Lyme  disease;  Viral  hepatitis;  Practi- 

cal issues  in  infectious  disease; 
AIDS/STD’s;  Home  IV  therapy;  An- 
tibiotics in  general;  Biotechnology 
and  applications  to  infectious  disease. 

8:00  am  - Regular  sessions 

Topics:  Antifungal  update;  Home  IV 

therapy;  Antibiotic  update;  Antiviral 
update;  Practical  issues  in  the  control 
of  infectious  diseases;  Infectious  dis- 
ease and  the  clinical  laboratory;  Viral 
diagnostics;  Tuberculosis,  current  is- 
sues and  management. 

Special  Guest  of  the  American  Society  of  Internal 
Medicine  speaks  on  the  impact  of  recent  changes 
in  relative  value  scale  for  physicians. 

CME  credit:  16  hours/AMA  Category  I of  the 
Physician’s  Recognition  Award.  Application  for 
credit  has  been  made  to  the  SD  Board  of 
Pharmacy  and  The  SD  Nurses’  Association. 

Registration  Fee:  $40.  Preregistration  advised. 
$50  after  January  10. 

For  registration  information,  please  call:  (605) 
339-6790. 
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Jay  Reddington,  MD 
Stephen  C.  Hadler,  MD 
Thomas  K.  Welty,  MD,  MPH 
William  Dill,  PhD  Dec 

Hicks,  Dan,  MD 

USD  School  of  Medicine 
Lithium  Induced  Renal  Toxicity- 
A Review  of  the  Literature  Dec 

Holm,  Richard  P.,  MD 
Medical/Legal 

Living  Will  and  the  Health  Care 
Durable  Power:  What’s  the 
Dilference  and  Which  is  Best?  Mar 

Hoscheid,  Judy,  RN 
Editorial 

Additional  Services  Available  for  South 
Dakota  Medicaid  Eligible  Children 
Under  the  EPSDT  Program  Oct 

1 

J 

Jensen,  Richard,  MD 

Pneumatosis  Cystoides  Intestinalis: 

A Complication  of  Colonoscopic 
Polpectomy 

Steven  H.  Gutnik,  MD  Jul 

K 

Kahler,  Josephine  A.,  RN,  EdD 

A Survey  of  Students’  Attitudes  Toward 
Medical  School  and  Factors  Motivating 
Them  to  Become  Physicians 

Douglas  J.  Soule,  PhD  Sept 

L 

Legislative  Directory 
Jan-p  15,  Dec-p  335. 

Me 

M 

Medical/Legal 

Living  Will  and  the  Health  Care 
Durable  Power:  What’s  the  DifTerence 
and  Which  is  Best? 

Richard  P.  Holm,  MD  Mar 

Physicians  Helping  Their  Patients 
in  Planning  for  Health  Care  Decisions 

John  J.  Stransky,  MD  Mar 

Medicare  Physician  Payment  Policies: 

A Cost  Accounting  Analysis  of  Three  Internal 
Medicine  Office  Practices  in  South  Dakota 

Robert  C.  Goodhope,  MD  May 

Memories  of  a Small  Town:  Medicine  the 
Old  Fashioned  Way 

Marjorie  Kammerling  Reynolds  Apr 

Mesenteric  Venous  Thrombosis:  Ten  Year 
Record  Review  and  Evaluation  of  DifTiculties 


187 


337 


343 


74 


295 


177 


269 


74 

73 


135 

93 
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Month  Page 


Month  Page 


with  the  ICl)  Coding  System 
Edward  J.  S.  Picardi,  Ml) 

.lames  B.  Peoples,  MD  Feb  33 

Mills,  K.  Alan,  MI) 

Pleural  EITusion  with  Rheumatoid 
Arthritis 

Karen  A.  Stanek,  Ml),  Phi)  Mar  61 

Minutes  of  the  House  of  Delegates 
Aug-p  209,  Aug-p  212. 

Mobile  Tomograpbic  (SPECT)  I hallium 
Heart  Studies 

VV.  A.  Boade,  MI)  Apr  105 

N 

Nelson,  David  C.,  MD 

Extenuating  Circumstances 

He  Smiles  So  Nov  321 

New  Physicians 

.Jan-p  27,  Eeb-p  51,  Apr-p  111, 

Nov-p  324. 

New  SDSMA  Members 

Eeb-p  48,  Mar-p  79,  Jun-p  167, 

Dec-p  346. 

() 

P 

Peoples,  James  B.,  MD 

Mesenteric  Venous  Thrombosis:  Ten 
Year  Record  Review'  and  Evaluation  of 
DilTiculties  with  the  ICD  Coding  System 

Edward  J.  S.  Picardi,  MD  Feb  33 

Picardi,  Edward  J.  S.,  MD 

Mesenteric  Venous  Tbrombosis:  Ten 
Year  Record  Review  and  Evaluation  of 
DifTiculties  with  the  ICD  Coding  System 


Robinson,  Michael  O.,  MD 
USD  School  of  Medicine 
Port-A-Cath:  A Study  of  Complication 
Rates 

Patricia  Halverson,  RN 
Roster-Alphabetical 
Roster-Districts 

S 

Salem,  Anthony  G.,  MD 

Extenuating  Circumstances 
Credentialing  and  Privilege 
Schellinger,  Ellen  L. 

Extenuating  Circumstances 
Patient  Self  Determination  Act 

Jerome  W.  Freeman,  MD,  Editor 
Shapiro,  Craig  N.,  MD 

Hepatitis  Transmission  Among  the 
Sioux  Indians  of  South  Dakota 
Frederic  E.  Shaw,  Jr,  MD 
Jay  Reddington,  MD 
Stephen  C.  Hadler,  MD 
Thomas  K.  Welty,  MD,  MPH 
William  Dill,  PhD 
Shaw,  Frederic  E.,  Jr,  MD 

Hepatitis  Transmission  Among  the 
Sioux  Indians  of  South  Dakota 
Craig  N.  Shapiro,  MD 
Jay  Reddington,  MD 
Stephen  C.  Hadler,  MD 
Thomas  K.  Welty,  MD,  MPH 
William  Dill,  PhD 
Smith,  David  A.,  MD 

USD  School  of  Medicine 
Psychiatric  Side  Effects  of 


Jul 

Aug 

Aug 


Sept 


Aug 


187 

244 

238 


275 


235 


Dec 


337 


Dec 


337 


James  B.  Peoples,  MD 

Feb 

33 

Non-Psychiatric  Drugs 

Oct 

291 

Pleural  Effusion  with  Rheumatoid  Arthritis 

Soule,  Douglas  J.,  PhD 

Karen  A.  Stanek,  MD,  PhD 

A Survey  of  Students’  Attitudes 

K.  Alan  Mills,  MD 

Mar 

61 

Toward  Medical  School  and  Factors 

Pneumatosis  Cystoides  Intestinalis:  A 

Motivating  Them  to  Become  Physicians 

Complication  of  Colonoscopic  Polypectomy 

Josephine  A.  Kahler,  RN,  EdD 

Sept 

269 

Richard  Jensen,  MD 

South  Dakota  State  Medical  Association 

Steven  H.  Gutnik,  MD 

Jul 

177 

Annual  Meeting  Sponsors 

Porter,  Richard  I.,  MD 

May-p  128,  Jun-p  164 

President’s  Page 

Special  Presidential  Award 

Aug 

237 

Jun-p  154,  Jul-p  181,  Aug-p  201, 

Stanek,  Karen  A.,  MD,  PhD 

Sept-p  263,  Oct-p  289,  Nov-p  309, 

Pleural  Effusion  with  Rheumatoid 

Dec-p  332. 

Arthritis 

President’s  Page 

K.  Alan  Mills,  MD 

Mar 

61 

Jan-p  6,  Feb-p  30,  Mar-p  65,  Apr-p  89, 

Stransky,  John  J.,  MD 

May-p  121,  Jun-p  155,  Jul-p  181,  Aug-p  201, 

Medical/Legal 

Sept-p  263,  Oct-p  289,  Nov-p  309,  Dec-p  332. 

Physicians  Helping  Their  Patients  in 

Q 

Planning  for  Health  Care  Decisions 

Mar 

73 

R 

Survey  of  Students’  Attitudes  Toward 

Medical  School  and  Factors  Motivating 

Reynolds,  Marjorie  Kammerling 

Them  to  Become  Physicians 

Memories  of  a Small  Town:  Medicine 

Josephine  A.  Kahler,  RN,  EdD 

tbe  Old  Fashioned  Way 

Reddington,  Jay,  MD 

Apr 

93 

Douglas  J.  Soule,  PhD 

Sept 

269 

Hepatitis  Transmission  Among  the 

Sioux  Indians  of  South  Dakota 

T 

Frederic  E.  Shaw,  Jr,  MD 

This  Is  Your  Medical  Association 

Craig  N.  Shapiro,  MD 

Jan-p  25,  Feb-p  53,  Apr-p  103,  Jun-p  161, 

Stephen  C.  Hadler,  MD 

Jul-p  191,  Sept-p  266,  Nov-p  315,  Dec-p  341. 

Thomas  K.  Welty,  MD,  MPH 

Transactions  of  the  South  Dakota  State 

William  Dill,  PhD 

Dec 

337 

Medical  Association  110th  Annual  Meeting 

Aug 

203 
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II 


Month  Pajje 


Month  Pii;'e 


IIS  I)  School  of  Medicine 


The  State  of  South  Dakota’s  Child:  1990 


Ann  L.  Wilson,  PhD 

Jan 

17 

Hyperlipoproteinemias:  Part  I 
Lipoprotein  Classification  and 
Abnormalities 

H.  Bruce  Vogt,  MD 

Feb 

43 

Hyperlipoproteinemias:  Part  H 
Screening  and  Patient  ClassiUcation 

H.  Bruce  Vogt,  MD 

Mar 

69 

Hyperlipoproteinemias:  Part  HI 

When  to  Treat 

H.  Bruce  Vogt,  MD 

Apr 

97 

Hyperlipoproteinemias:  Part  IV 

Drug  Regimens 

H.  Bruce  Vogt,  MD 

May 

117 

Port-A-Cath:  A Study  of  Complication 
Rates 

Michael  O.  Robinson,  MD 

Patricia  Halverson,  RN 

Jul 

187 

Coexistence  of  Hereditary  Spherocytosis 
and  //-Thalassemia:  Ca.se  Report  of 
Severe  Hemolytic  Anemia  in  an 
American  Black 

Brian  P.  White,  MS-IV 

Max  Farver,  MD 

Sept 

257 

Psychiatric  Side  Effects  of  Non- 
Psychiatric  Drugs 

David  A.  Smith,  MD 

Oct 

291 

Overwhelming  Postsplenectomy  Sepsis 
Twenty-Two  Years  After  Operation 

Risks  Management  and  Prevention 

Brian  P.  White 

H.  Lars  Aanning,  MD 

Nov 

317 

Lithium  Induced  Renal  Toxicity- 
A Review  of  the  Literature. 

Dan  Hicks,  MD 

Dec 

343 

USD  School  of  Medicine  Affiliated 

Approved  Residency  Programs  1990-1991 

Jan 

2 

USD  School  of  Medicine  Affiliated 

Residency  Programs  1991-1992 

v 

Jul 

193 

V 

Vogt,  H.  Bruce,  MD 

USD  School  of  Medicine 
Hyperlipoproteinemias:  Part  1 
Lipoprotein  Classification 
and  Abnormalities 

Feb 

43 

Hyperlipoproteinemias:  Part  11 
Screening  and  Patient  Classification 

Mar 

69 

Hyperlipoproteinemias:  Part  HI 

Wlien  to  Treat 

Apr 

97 

Hyperlipoproteinemias:  Part  IV 

Drug  Regimens 

May 

117 

W 

Watson,  Mary  E.,  MD 

Adult  Arnold-Chiari  Malformation: 

A Report  of  Two  Cases 

Jerome  W.  P’reeman,  MD,  FACP 

Jan 

7 

Weaver,  Cynthia  A.,  MD 

Antiphospholipid  Antibody  Syndrome: 

A Case  Report  and  Review  of  the 
Literature 

Oct 

285 

VVelty,  riiomas  K.,  MI),  MPH 

Hepatitis  'I’ransmission  Ainonj>  the 
Sioux  Indians  of  South  Dakota 
Frederic  E.  Shaw,  .Jr,  Ml) 

Crain  N.  Shapiro,  MI) 

.lay  Reddinnton,  MI) 

Stephen  C.  Hadler,  MI) 

William  Dill,  PhD  Dec  337 

White,  Brian  P.,  MS-IV 

USD  School  of  Medicine 
Coexistence  of  Hereditary  Spherocy  tosis 
and  /^-Thalassemia:  Case  Report  of 
Severe  Hemolytic  Anemia  in  an 
American  Black 

Max  Farver,  Ml)  Sept  257 

USD  School  of  Medicine 
Overwhelm  inn  Postsplenectomy  Sepsis 
Twenty-Two  Years  After  Operation 
Risks  Mananement  and  Prevention 


H.  Lars  Aanning,  MD 

Nov 

317 

Wilson,  Ann  L.,  PhD 

USD  School  of  Medicine 

The  State  of  South  Dakota’s  Child:  1990 

Jan 

17 

XYZ 


High  return. 
Low  risk. 

No  commission. 

You  need  someone  who  knows  how  to 
distribute  your  assets  properly  and  balance  your  risks. 
Otir  fee-based  asset  management  services  guarantee 
that  we  arc  looking  out  for  your  best  interests. 


• Asset  Management 

• Business  Planning 

• Financial  Consulting 

• Real  Estate 
& Business  Brokerage 

IMAcr 

XV  FINANCIAL 
GROUP 

2020  West  Omaha,  Rapid  City,  SD  57702-8061  • 605-343-751.t  or  1 800-658-5.550 
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35.5 


Future  Meetings 


January 

Infectious  Disease  Update  in  Clinical  Practice,  sponsored  by 
Internal  Medicine,  USU  School  of  Medicine  and  Rapid  City 
Re}{ional  Hospital.  Holiday  Inn  Rushmore  Plaza,  Rapid 
City,  SD,  Jan  23-24.  18  hrs  AM  A Category  1 credit.  Fee:  $40. 
Contact:  USD  School  of  Medicine,  Internal  Medicine,  Sioux 
FalKs,  SD.  Phone:  (605)  339-6790. 

4i 

Distinguished  Lecture  Senes  - Richard  M.  Weinshilbauin,  Boys 
Town  Natl  Research  Hosp  Aud,  Omaha,  NE,  Jan  22. 
Contact:  Sally  O’Neill,  PhD,  Assoc  Dean,  Creighton  Univ 
CME  Div,  2500  California  St,  Omaha,  NE  68178.  Phone: 
(800)  548-2633. 

* * * 

Pulinonaiy  Function  Testing  Workshop,  St.  Paul-Ramsey  Med 
Ctr,  St.  Paul,  MN,  Jan  30-31.  14  hrs  AMA  Category'  1 credit. 
Contact:  Off  of  CME,  Ramsey  Foundation,  640  Jackson  St, 
St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 

Pehruary 

Prostatic  Diseases:  Cunent  Concepts  in  Diagnosis  and 
Management,  Breakers,  Palm  Beach,  FL,  P"eb  6-9.  Contact: 
Postgraduate  Courses,  Section  of  Cont  Educ,  Mayo 
Foundation,  Rochester,  MN  55905.  Phone:  (800)  323-2688. 

♦ * * 

Domestic  Violence:  Assessment  and  plan  for  Physician  Action, 

St.  Paul-Ramsey  Med  Ctr,  St.  Paul,  MN,  P'eb  7.  7 hrs  AMA 
Category  1 credit.  Contact:  Off  of  CME,  Ramsey 
Foundation,  640  Jackson  St,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 

* + * 

Founh  Annual  Issues  in  Pediatncs,  Arrowwood  Resort, 
Alexandria,  MN,  Feb  8-9.  Fee:  $75.  8.5  hrs  AAFP  and  AMA 
Category  1 credit.  Contact:  Sue  Heinze,  (701)  234-5737. 

* * + 

Bunt  Care  Today,  St.  Paul-Ramsey  Med  Ctr,  St.  Paul,  MN, 
Feh  14.  7 hrs  AMA  Category  1 credit.  Contact:  OIT of  CMP2, 
Ramsey  Foundation,  640  Jackson  St,  St.  Paul,  MN  55101. 
Phone:  (612)  221-3992. 

**  ♦ 

Strengthening  the  Linkages,  The  1992  Secretaiial  Conference  to 
Link  Piimaiy  Care,  HTV,  Alcohol,  and  Dnig  Abuse  Treatment, 

Washington,  DC,  Feb  26-28.  Sponsored  by  US  Dept  of 
Health  and  Human  Services.  Contact:  "Strengthening  the 
Linkages",  Global  Exchange,  Inc.,  PC  Box  70744,  Chevy 
Chase,  MD  20813-0744 

March 

Family  Practice  Today,  St.  Paul-Ramsey  Med  Ctr,  St.  Paul, 
MN,  Mar  12-13.  13  hrs  AMA  Category  1 credit.  Contact: 
Off  of  CME,  Ramsey  Foundation,  640  Jackson  St,  St.  Paul, 
MN  55101.  Phone:  (612)  221-3992. 

4i  iti 

Neurology  in  Clinical  Practice,  Captiva  Island,  P'L,  Mar  13-18. 
Contact:  Postgraduate  Courses,  Section  of  Cont  Educ,  Mayo 
Foundation,  Rochester,  MN  55905.  Phone:  (800)  323-2688. 


41  « 

Thirteenth  Annual  Occupational  Medicine  Update,  St. 

Paul-Ramsey  Med  Ctr,  St.  Paul,  MN,  Mar  20.  7 hrs  AMA 
Category  1 credit.  Contact:  Off  (»f  CME,  Ramsey 
Foundation,  640  Jackson  St,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 

* * * 

Ciitical  Care:  Practical  Approaches  cQ  Case  Discussions,  St. 

Paul-Ramsey  Med  Ctr,  St.  Paul,  MN,  Mar  26-27.  13  hrs 
AMA  Category  1 credit.  Contact:  Off  of  CME,  Ramsey 
Foundation,  640  Jackson  St,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992.  # 

YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


BLACK  HILLS  NEUROLOGY 
SEMINAR: 

ADVANCES  IN  CLINICAL  ADULT 
NEUROLOGY 

February  20, 21,  22, 1992 

Holiday  Inn 
of  the 

Northern  Black  Hills 
Spearfish,  SD 

Contact: 

K.  Alan  Kelts,  MD,  Ph.D,  ACP 
2929  Fifth  Street,  Suite  240 
Rapid  City,  SD  57701 
Phone:  (60S)  341-3770 
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SOUTH  DAKOTA 


Wishing  you  and  your  clinic  staff  the  warmest 
wishes  this  holiday  season... 

From  the  staff  and  management  at 


South  Dakota  Blue  Shield 

1601  W.  Madison,  Sioux  Falls,  SD  57104 


For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^9^0 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DMA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage 


Leadership  In  Diabetes  Care 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


€1991.  ELI  LILLY  AND  COMPANY  HI  2921 -B-1 49322 


7 6 8 8 8 


Serials  Dep” Box  C8‘  C 
530'  '-'ar  I'lassus  Ave. 

San  Francisco,  CA  94143-'08'1O 
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